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A Phenomenological Exploration of the Lived Experience of Mothers  
Recovering From Substance Use Disorders as They 
Participate in a Time-Limited  
Art Therapy Group: A Pilot Study 
Amy E. Bender 
Nancy Gerber, Ph.D. 
 
 
The purpose of this study was to explore the lived experience of mothers 
recovering from substance use disorders as they participated in a time-limited art therapy 
group.  Mothers with substance use disorders (SUDs) face differing stressors, barriers to 
treatment, and treatment needs, than those of males or childless women.  This study was 
designed to explore how mothers experience their SUDs as expressed through the art 
therapy process with the goal of creating a better understanding of the psychological and 
psychosocial phenomena that contribute to the mothers’ experience of substance use.   
The study was conducted at an outpatient substance use disorders treatment 
center.  The study was initially intended for five participants, between the ages of 18 and 
65, who were mothers with substance use disorders.  Five participants were recruited; 
however three mothers withdrew during the course of the study due to personal issues.  
The data were collected via two simulated group art therapy sessions, individual open-
ended responsive interviews, and followed by a telephone validation interview. 
The data were analyzed using a qualitative phenomenological methodology as 
outlined by Moustakas (1994).  The major findings included four composite essential 
structures which were: (1) creation and verbalization of artwork revealed the participants’ 
struggles with an ambivalent sense of self or poor self-concepts and the need to seek 
approval from others; (2) an underlying sense of deprivation and loss and a simultaneous 
xiv 
preoccupation with attempts to fill the void from external sources; (3) creation and 
discussion of the artwork allowed for open expression and identification of 
uncomfortable or painful thoughts and feelings despite defenses used against such 
feelings; (4) objectification gained by creating and discussing artwork led to 
concretization of thoughts, feelings, and behaviors regarding past memories as well as 
future goals which increased self-awareness, leading towards internalization and 
acceptance of artwork as an extension of self. 
The implications of this study include clinical applications and recommendations 
for future research based upon the resulting composite essential structures.  The clinical 
applications incorporate suggestions for art therapy assessment and treatment approaches 
that emerged from the analysis of the data.  Recommendations for future research include 
follow up studies on the clinical art therapy applications and the integration of art therapy 
in the substance use disorder treatment team.
1 
CHAPTER 1: INTRODUCTION 
The purpose of this study was to explore the lived experience of mothers 
recovering from substance use disorders as they participated in a time-limited art therapy 
group.  The problem, that was addressed in this thesis, is that mothers, that is all women 
who have given birth to, but may not necessarily have custody of, at least one child, with 
substance use disorders face stressors and barriers in treatment that differ from those of 
males or childless women; therefore, traditional modes of treating substance use may 
require review and investigation (The National Center on Addiction and Substance Abuse 
at Columbia University “CASA,” 2006). 
The substance use disorder (SUD) literature confirms that the treatment for 
alcohol and other drug use were initially designed for men as such have traditionally been 
considered male problems (Blume & Zilberman, 2005; Blumenthal, 1998; CASA, 2006, 
Grella & Greenwell, 2004; NIDA, 1998; Wright, 2002).  The historical literature states: 
The stereotypical illicit drug user is often perceived as being a disaffected young 
man in his early twenties (Taylor, 1993), while women were thought to be more 
likely to misuse legal drugs.  Currently, however, it seems that for young men and 
women the prevalence of illicit drug use is converging (Wright, 2002, p. 16). 
Davis and Dinitto (as cited in Wright, 2002) stated that many of the differences 
between male and female drug users relate more to innate gender roles than to the 
specific types of drugs preferred by each gender.  These dissimilarities in substance use 
behavior appear to parallel the distinctive societal roles between men and women such as 
parenting responsibilities, and the negotiation of intimate relationships.  Wright (2002) 
stated that: 
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It is often the societal context within which women use drugs which determines 
the gender differences in both drug-taking behaviors, and the differential 
consequences of drug use for women.  In particular, the greater likelihood for 
women to have a drug-using partner, and the greater responsibility for childcare 
that most mothers face increase the risks of drug use for women (p. 26). 
This study implemented a qualitative, phenomenological design.  The participants 
were recruited from an existing substance use treatment outpatient program for women 
with children.  Five participants were recruited on a volunteer-basis and were asked to 
participate in individual open-ended responsive interviews to discuss their experience of 
being engaged in two simulated group art therapy sessions.  Through the use of open-
ended responsive interviews as well as the participants’ art expressions, the lived 
experience of women, who are mothers utilizing art therapy in conjunction with existing 
substance use treatment, was explored. 
The rationale for this study exists in two spheres.  First, gender-specific treatment 
for women using substances and who are mothers is recommended in the current 
literature.  Second, although art therapy has been recommended for treatment of 
substance use disorders, there is minimal research substantiating this recommendation, 
and there is no literature exploring art therapy with mothers who have substance use 
disorders.   
Current substance use disorders research studies demonstrate the benefits of 
gender-specific treatment and the difference between gender-specific and mixed-gender 
treatment.  The current research supports the hypothesis that women have specific 
psychological and psychosocial problems that require attention in addition to the 
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“normal” substance use treatment regimen (Kaskutas, Zhang, French & Witbrodt, 2005; 
Palm, 2006).   
Although there is anecdotal evidence that, in general, art therapy can address the 
denial, intellectualization, and avoidance in the general substance use population, there is 
a paucity of research or literature addressing the use of art therapy with a gender-specific 
substance use population, in this case mothers who suffer from SUDs (Albert-Puleo, 
1980; Francis, Kaiser, & Deaver, 2003; Moore, 1983).  Therefore, an exploration of how 
art therapy was experienced by mothers who use substances and who are in treatment 
appeared warranted.  Such explorations contribute to the understanding of how these 
women experience their SUD as expressed and portrayed through the art therapy process.  
By gaining a better understanding of the psychological and psychosocial phenomena that 
contribute to the mothers’ experience of substance use, healthcare professionals might 
become better able to serve such women in substance use disorder treatment facilities. 
According to The National Center on Addiction and Substance Abuse at 
Columbia University (CASA) (2006), strategies for treating alcohol and other drug use 
can involve self-help approaches, such as Alcoholics Anonymous (AA) and Narcotics 
Anonymous (NA) or programs run by professional clinicians.  Treatment may be long-
term or short-term, inpatient or outpatient, and can involve individual therapy, group 
therapy, pharmacotherapy, or a combination of several approaches (National Institute on 
Drug Abuse (NIDA), 1999).  The current most predominant approach for treating 
substance use disorders is psychosocial in the form of cognitive and/or behavioral 
therapies as well as pharmacotherapy.  There are also alternative strategies such as faith-
based programs, acupuncture, and hypnosis (CASA, 2006).  Unfortunately, little gender-
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based research exists that assesses the benefits of these various approaches for women.  
Some treatment programs offer gender-specific interventions, however these are not 
necessarily gender-sensitive; that is, most do not take into account the unique 
psychosocial and physiological needs of women.   
Programs that are gender-specific, age appropriate, and ethically, culturally, and 
linguistically sensitive are likelier to be successful, as are those that offer 
comprehensive inpatient and outpatient treatment and comprehensive medical 
services that address reproductive health, sexuality, relationships, and 
victimization (CASA, 2006, pp. 157-158).   
The possibility of successful treatment increases with the availability of diverse 
counseling services, including individual, group and family therapy, vocational and 
educational training and childcare where necessary (CASA, 2006). 
The research has suggested that substance use among women and the issues 
surrounding their use differ from that of men and consequently require a specialized set 
of therapeutic interventions (Ashley, Marsden, & Brady, 2003, p. 21).  There is some 
evidence that clarifies the reasons for gender-specific specialized interventions.  First, the 
frequency with which initial substance use is predicated on traumatic life events is more 
prevalent in women than in men.  Such life events include, but are not limited to, physical 
or sexual violence, sudden physical illness, an accident, or disruption in family life 
(Ashley et al., 2003).  Second, women demonstrate unique psychosocial characteristics 
associated with substance use.  Women substance users are more likely than men to have 
poor self-concepts, low self-esteem, guilt, and self-blame and high rates of mental health 
problems, such as depression, anxiety, bipolar affective disorder, suicidal ideation, 
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psychosexual disorders, eating disorders, and posttraumatic stress disorder (Ashley et al., 
2003).  Third, significant barriers to women receiving and remaining in treatment include 
social stigma, labeling and guilt (Ashley et al., 2003). 
The benefits of gender-specific substance use disordered treatment have been 
highlighted in current research studies.  These studies support the hypothesis that women 
may need treatment that addresses the psychosocial and psychological problems facing 
women in addition to the normal substance use treatment regimen (Fendrich, Hubbell, & 
Lurigio, 2006; Kaskutas, Zhang, French & Witbrodt, 2005; Palm 2006).  A recent multi-
method study, conducted by Fendrich, Hubbell, & Lurigio (2006), examined the gender-
specific service needs of women in treatment as perceived by 107 substance abuse 
service providers from five treatment agencies in Chicago.  The results of the study 
indicated that the majority of the staff members agreed that substance use disordered 
treatment programs that implement gender-specific services for women are more 
effective than programs that implement the same types of services for mixed-gender 
programs (Fendrich, Hubbell, & Lurigio, 2006).  The study’s results are consistent with 
those reported in the limited number of previous studies done on gender-sensitive drug 
treatment.  For instance, McMahaon, Winkel, Suchman & Luthar (2002) and Pellisier, 
Camp, Gaes, Saylor & Rhodes (2003), found that women and men each face a different 
set of challenges in drug treatment.  Groesenick and Hatmaker, Nelseon-Zlupko, Dore, 
Dauffman, and Kalternback, and Swift and Copeland (as cited in Grella & Greenwell, 
2004) concluded that staff members of a substance use disordered treatment facility 
prefer gender-specific programs versus mixed-gender.  Hodgins, El-Guebaly, and 
Addington (as cited in Grella & Greenwell, 2004) conducted a study in which the results 
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supported the contention that, counselors must pursue different approaches for women 
and men in recovery.  Moreover, programs and treatment services that are dedicated 
specifically to women put emphasis on “psychosocial problems and their need for 
comprehensive services, particularly with regard to pregnancy and parenting, mental 
health issues, employment and housing, and history of trauma and victimization” (Grella 
& Greenwell, 2004, p. 368). 
In addition to the previous psychosocial and cultural differentiators between men 
and women who use substances, there has also been considerable attention paid to the 
physiological issues specific to women.  Particular emphasis has been placed upon the 
complexities of substance use in women who are pregnant and/or parenting (Grella & 
Greenwell, 2004).  Hser & Niv (2006) identify problems faced by pregnant and parenting 
women associated with their substance use.  One potential problem pregnant and 
parenting women face is that the use of substances may disrupt the menstrual cycle.  This 
may cause the women’s awareness of her pregnancy and the related need for prenatal 
care to be delayed (Hser & Niv, 2006; Huestis & Choo, 2002).  Additionally, pregnant 
women who have substance use issues may put-off seeking prenatal care for reasons that 
include, threat of losing custody of their children or criminal action, stigma associated 
with drug use, and difficulty accessing medical care (Hser & Niv, 2006; Staton, 
Leukefeld, & Webster, 2003; Wagner, Katikaneni, & Cox, 1998).  Therefore, women 
with substance use issues have tremendous needs for support services to address alcohol, 
other drug, legal, medical, mental health, and other problems (Hser & Niv, 2006; Messina 
& Prendergast, 2004; Grella, 1997; Prendergast, Wellisch, & Falkin, 1995). 
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Historically, studies were focused mainly on men because of the significantly 
higher rates of substance use among men compared with reported incidences of substance 
use amongst women (Grella & Greenwell, 2004; NIDA, 1998).  Previous approaches in 
recruitment practices that endorsed the frequent exclusion of women from clinical trials 
were not without legitimate reason (NIDA, 1998).  The potential health risks and 
consequent legal and ethical implications associated with utilizing women of child-
bearing age in clinical trials had, seemingly, not outweighed the research benefits (NIDA, 
1998).  During the 1980’s, increasing reports focused public attention on cocaine/crack 
use among women and much of the media coverage sensationalized depictions of drug-
using mothers (Grella & Greenwell, 2004; Mahan, 1996).  Concern regarding the public 
health and economic consequences of maternal substance use led to several policy 
initiatives.  In the late 1990s, changes in policies and law began to require the inclusion 
of women in clinical trials, necessitating the need to find a balance between policies that 
protect women as research participants and policies of inclusion (NIDA, 1998). 
An explosion in research advances during the 1990s resulted in new findings that 
had significantly increased the understanding of addiction in women and illuminated “sex 
differences in the etiology, treatment, and prevention of these [addiction] disorders” 
(NIDA, 1998, p. 29).  At the same time, “health services research began to recognize 
those programs of risk reduction, prevention, treatment, and rehabilitation that work best 
for women” (NIDA, 1998, p. 29).  Moreover, healthcare service delivery and the 
education of public and healthcare professionals have played a crucial role in the growing 
focus on women’s health, specifically mental and addictive disorders (NIDA, 1998).  S. J. 
Blumenthal (1998) hypothesizes that a new national focus on women’s health and an 
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increased investment in gender-specific research may bring “hope for improved 
detection, treatment, and prevention of addictive disorders in women” (NIDA, p. 29). 
In 2004, Grella & Greenwell conducted an analysis to examine the changes in 
proportion of women treated in different types of drug treatment facilities and the 
services provided by these facilities.  National surveys of treatment providers completed 
from 1987 through 1998 were analyzed and the results were as follows: 
Overall, there were gradual increases in the proportion of women clients across 
treatment facilities and greater concentrations of women in more intensive 
treatment modalities.  The provision of childcare increased over time, particularly 
in programs with only women clients.  Treatment facilities in which there were 
higher proportions of women generally had higher rates of providing services 
related to pregnancy, parenting, and domestic violence. (Grella & Greenwell, 
2004, p. 367). 
The overhaul in social policies regarding women’s health issues that took place over the 
last twenty years has significantly increased the provision of substance use services for 
women.  Consequently, these funding and policy initiatives have not only led to increased 
availability of treatment services for women but have also enabled researchers and 
evaluators to study gender-specific treatment processes and outcomes (Grella & 
Greenwell, 2004). 
Art therapists have suggested many therapeutic benefits of employing art therapy 
in the treatment of individuals with substance use disorders for some time.  Moore (1983) 
reviewed approximately 20 articles and books on the use of art therapy within the 
substance use disorders field written between 1953 and 1982.  In the review, Moore 
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found a wide range of philosophical orientations in the treatment of substance use by art 
therapists in a variety of treatment settings.  Moore consistently found that the authors 
judged that their clinical art therapy work was therapeutically effective; however, there 
were no research studies that offered empirical evidence to support these claims.  The 
findings were based on clinical impressions and had not been empirically demonstrated in 
the literature (Moore, 1983).  
There is a minimal amount of research documenting client responses to the use of 
art therapy in treating substance use in women (Moore, 1983; Waller & Mahony, 1999); 
and, there is no art therapy research specific to the responses of mothers with substance 
use issues utilizing art therapy in treatment.  The research that does exist in the art 
therapy literature is primarily anecdotal and stresses the numerous benefits of utilizing art 
therapy to assist people battling substance use disorders (Francis, Kaiser, & Deaver, 
2003; Horay, 2006; Matto, 2005; Matto, Corcoran & Fassler, 2003; Wilson, 2003).  Art 
therapy has been employed in the treatment of substance use disorders from various 
theoretical and practical perspectives.  Matto, Corcoran & Fassler (2003) stated the 
following: 
Art therapy has also been successfully employed in substance abuse treatment in 
following ways: to help clients grapple with the 12 steps (Julliard, 1994); to 
explore connections between thoughts, feelings, and behaviors as related to 
substance abuse incidents (Cox & Price, 1990); to recognize and express 
internalized shame (Wilson, 2002); and to develop healing symbols for recovery 
(Matto, 2002) (p. 265). 
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Within the current substance use disorders field approaches such as Motivational 
Interviewing (Miller & Rollnick, 2002), enacted within a stages-of-change model 
(DiClemente & Vekasquez, 2002), have emerged and been used in combination with art 
therapy (Horay, 2006). 
The literature suggests that art therapy can provide numerous benefits for 
addressing the specific needs of clients with substance use disorders (Moore, 1983; 
Francis, Kaiser, & Deaver, 2003; Waller & Mahony, 1999).  Individuals with substance 
use disorders can be very manipulative in their words and often largely in denial of their 
problem, making verbal connections virtually impossible.   
Many people with SUDs use mechanisms to defend against unwanted feelings 
and/or thoughts.  A pattern of defense, commonly used by PSUDs, that protects an 
individual from experiencing feelings by unconsciously blocking them out is known as 
denial (Albert-Puleo, 1980).  Art therapy also offers a means of bypassing denial and 
other defenses often used by people with substance use disorders – this helps to open 
avenues for the identification and communication of feelings (Francis, Kaiser, & Deaver, 
2003).  By introducing a medium for people who have substance use issues to put their 
“mental representations” in “graphic form,” art therapy creates a “space for the 
expression of the client’s important qualities, strengths, and struggles” (Naumberg as 
cited in Francis, Kaiser, & Deaver, 2003, p. 125).  Francis, Kaiser, and Deaver (2003) 
explained how the material born from art therapy not only becomes available for 
processing by the client, but also creates an opening for the art therapist to “facilitate the 
eventual transformation of mental representations that lead to maladaptive behaviors” (p. 
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125).  It is in this way that art therapy can create an opportunity to bypass emotional 
defenses that may otherwise impede beneficial substance use treatment. 
It should be noted that the term “denial” could be viewed in different ways based 
on the various theoretical approaches.  Washton & Zweben (2006) addressed the 
theoretically different views between the disease model/12-step program philosophy and 
psychodynamic and behavioral therapies.  “Long standing ideological conflicts, such as 
use of “denial,” have created a rift between the communities of mental health 
practitioners on the one hand, and mainstream addiction treatment providers and self-help 
programs on the other” (Washton & Zweben, 2006, p. 8).  In an effort to clarify how the 
term “denial” was used for the purpose of this study, the following provides a brief 
delineation on how the term is viewed in traditional substance use treatment literature and 
art therapy literature. 
Traditionally, as in the disease model of substance use disorder treatment, 
“denial” was seen as an SUD-affected person’s resistance to treatment that needed to be 
confronted and “broken down” in order for the client to admit to having a problem and 
therefore engage in treatment.  Although this approach has been employed for decades 
and may work for some people with substance use disorders, Washton and Zweben 
(2006) illuminated the following concern over this approach: 
Traditional substance use treatment programs sometimes alienate patients in the 
early stages of addressing an alcohol or drug problem with their devotion to a 
rigid belief system and dogmatic stance that a 12-step AA-oriented approach, 
based on the disease model, is the one best method of recovery for everyone who 
comes through their doors.  Clients who do not accept this view and embrace this 
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approach immediately and without challenge are often confronted aggressively as 
being “in denial” (p.14).  
Those clients who do not accept a 12-step AA-oriented approach, nor find it helpful, may 
actually become “more” resistant due to the coercive strategies and may therefore reject 
treatment altogether (Washton & Zweben, 2006; Thombs, 2006).  Treatment programs 
that employ this approach misunderstand the dynamics of denial as being a conscious 
resistance to treatment, instead of an unconscious defense, which, like all defenses when 
confronted one will undoubtedly be met with resistance. 
Art therapy has been utilized in a great variety of therapeutic settings and can be 
adapted to meet the specific needs of clients as viewed through separate or integrated 
psychological theories (Horay, 2006; Landgarten, 1981; Naumburg, 1987; Rubin, 2001; 
Wadeson, 1995).  Art therapy has been used as a treatment modality for individuals with 
substance use disorders for several decades.  Historically, in the field of substance use 
treatment, many art therapists adhered to the 12-step model as a theoretical framework by 
confronting denial and fostering powerlessness and helplessness in clients (Allen, 1985; 
Cox & Price, 1990; Feen-Calligan, 1995; Johnson, 1990; Julliard, 1995; Potocek & 
Wilder, 1989).  However, not all explorations of “denial” have to be confrontational or 
have a negative connotation. 
Wilson (2003) suggested that the creation of artwork could be instrumental in 
helping individuals with substance use issues visualize their disorder by providing 
objectivity and distance from their experiences.  The artwork could assist with reality 
orientation, therefore uncovering denied aspects of the self in a non-confrontational 
13 
manner, and frequently individuals with substance use disorders are then able to view the 
reality surrounding their substance use (Moore, 1983; Wilson, 2003).   
With regard to denial, there are varying definitions and understandings of the term 
and concept of denial, its meaning and function as a psychological construct, and the 
approach to denial in treatment based upon different theoretical and treatment models.  In 
the 12-Step approach, denial is understood and treated as more of a conscious obstacle or 
resistance to treatment.  Within this context, the treatment approach is confrontational 
(Washton & Zweben, 2006).  Whereas, in the psychodynamically oriented art therapy 
approach, denial is recognized as an unconscious and essential psychological defense 
which is important to assess and support within the context of the personality structure of 
the client (Landgarten, 1981; Naumburg, 1987; Rubin, 2001).  
More current treatment models in the field of substance use disorders, such as the 
stages-of-change model along with motivational interviewing techniques, seem to share 
these objectives.  In his study, Horay (2006) attempted to effectively connect these newer 
models of substance use treatment with “therapeutic art making” (p. 14).  Horay (2006) 
explored these theoretical and applied strategies and concluded that “these seemingly 
very different approaches share treatment goals aimed at strengthening certain 
psychological defense mechanisms, promoting identified client strengths, and supporting 
the emergence of ambivalent thoughts and feelings” (p. 21).  Moreover, as such studies 
indicated, the treatment objectives for individuals with substance use disorders should 
remain the primary focus of the therapist despite varying theoretical frameworks.  As 
current substance use treatment approaches, models and techniques evolve, art therapy is 
proving to be adaptable and complementary to the varying theoretical frameworks.   
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The phenomenological research question for this study was as follows:  What is 
the lived psychological experience of mothers in a gender-specific outpatient substance 
use disordered art therapy group?  The objective of this research study was to gain an 
understanding of how these women experience their addiction as expressed and portrayed 
through the group art therapy process.  By gaining a better understanding of the 
psychological and psychosocial phenomena that contribute to the mothers’ experience of 
substance use, healthcare professionals might become better able to serve these specific 
women in a substance use disorders treatment facility. 
Through a qualitative, phenomenological study design, the data were collected 
and analyzed, resulting in the identification of the results in the form of four composite 
essential structures of the phenomenon.  The composite essential structures are: (1) 
creation and verbalization of artwork revealed the participants’ struggles with an 
ambivalent sense of self or poor self-concepts and the need to seek approval from others; 
(2) a sense of deprivation and loss and a simultaneous preoccupation with attempts to fill 
the void from external sources; (3) creation and discussion of the artwork allowed for 
open expression and identification of uncomfortable or painful thoughts and feelings 
despite defenses used against such feelings; (4) objectification gained by creating and 
discussing artwork led to concretization of thoughts, feelings, and behaviors regarding 
past memories as well as future goals which increased self-awareness, leading towards 
internalization and acceptance of artwork as an extension of self. 
Limitations of this study included the insufficient amount of time to develop a 
therapeutic alliance during the data collection group art therapy sessions.  Therefore, 
clients were less apt to be open and share thoughts and feelings within the simulated art 
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therapy session.  Due to the nature of phenomenological research, there were limitations 
of perspective in that the data were analyzed and interpreted from only the co-
investigator’s point of view. 
Delimitations imposed on this study included the restriction of this study to one 
group of women who are mothers in an outpatient substance use disordered treatment 
center and therefore could not be generalized to other groups.  In addition, a delimitation 
of this study was the co-investigator was conducting the art therapy groups as well as 
conducting the research interviews.  The phenomenological design also delimited 
generalization because it was focused upon individual in-depth psychological 
experiences. 
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CHAPTER 2: LITERATURE REVIEW 
Overview 
The purpose of this literature review is to set a contextual background of the 
existing literature related to this study in order to better understand the experience of 
mothers recovering from substance use disorders (SUD).  The literature in this chapter 
includes SUD theories and treatment over the decades, the identification of particular 
vulnerabilities, stressors and barriers women specifically, mothers, face in treatment, and 
how these issues may be addressed through the use of art therapy as a treatment modality.  
Notably, there was no literature available for review regarding the specific experience of 
mothers recovering from SUDs who participated in art therapy as a treatment modality.  
This chapter begins by exploring and summarizing some key aspects in the field 
of SUDs such as, historical and social factors, epidemiology, etiology and generally 
accepted treatment approaches and models.  Secondly, literature regarding women and 
SUDs is reviewed.  The psychosocial and psychological issues and concerns specific to 
women in substance use treatment is explored and identified, illuminating these issues 
and barriers specific to mothers with SUDs and noting best treatment approaches.  
Finally, art therapy theory and practice is explored in the treatment of SUDs and in 
relation to its applications as a component to a comprehensive treatment program for 
mothers with substance use disorders. 
Substance Use Disorder Overview 
Terminology and Definitions 
A variety of terms can be found in historical and current professional literature 
when referring to problems surrounding the use and/or abuse of substances, both legal 
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and illicit.  This terminology includes, but is not limited to “substance abuse,” “substance 
dependence,” “chemical dependence,” “addiction,” “alcohol and other drug abuse,” 
“alcohol and other drug problems,” “substance related problems,” “psychoactive 
substance abuse,” and “substance use disorders” (Washton & Zweben, 2006, p. xviii).  
Although a novice may view these terms as interchangeable, there are notable differences 
in their definitions.  For example, the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition, Text Revision (DSM-IV-TR) (2000) classifies both substance 
dependence and substance abuse as falling in the category of substance use disorders.  
Simply stated, substance dependence is distinguished from substance abuse in terms of 
severity and inclusion criteria as described by Washton and Zweben (2006) in the 
following excerpt: 
According to the DSM-IV-TR, substance abuse refers to any repeating 
maladaptive pattern of substance use that leads to negative consequences.  
Substance abuse is distinguished from substance dependence, which is a more 
severe type of maladaptive use pattern characterized by additional features, such 
as inability to control amount or frequency of use, preoccupation and obsession 
about using, and so forth… (p. xviii). 
Although substance abuse appears to be the more colloquial term used to describe drug 
and alcohol problems, the term now deemed most appropriate for describing the full 
spectrum of these issues is substance use disorder, or SUD, as defined in the DSM-IV-TR 
(DSM-IV-TR, 2000; Washton & Zweben, 2006).   
The current professional consensus regarding terminology specifically related to 
SUDs is to avoid using terms with a pejorative connotation as not to perpetuate “negative 
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stereotyping and discriminatory attitudes toward people suffering with alcohol and drug 
problems.” (Washton & Zweben, 2006, p. xix).  Moreover, the goal is not to find 
“politically correct euphemisms, but rather to force [people] to think differently about the 
broader nature of the issues and problems [they are] addressing” (Miller & Carroll, 2006, 
p. 5).  Despite widespread use in popular press as well as some professional literature, the 
most current professional literature and progressive research findings have begun to 
recognize that “the names used to describe phenomena affect the ways in which one 
thinks about a problem and what to do about it” (Miller & Carroll, 2006, p. 5).  Terms 
such as “drunkards,” “dipsomaniacs,” “addicts,” “dope fiends,” “alcoholics,” “problem 
drinkers,” “criminals,” “drug abusers,” “substance abusers,” and others, which may have 
been used and accepted in the past, are now found to be counter-indicated as they all 
carry individual negative connotations and are rampant with over-meaning (Miller & 
Carroll, 2006; Washton & Zweben, 2006).  Therefore, the term person(s) with a 
substance use disorder (PSUD) will be utilized in this review and through out this study, 
and depending on the context the term “client” may also be used to refer to a person who 
is in a substance use disorders treatment program.   
 According to the DSM-IV-TR (2000) the official definitions for Substance 
Dependence and Substance Abuse are as follows: 
Substance Dependence is defined as a maladaptive pattern of substance use, 
leading to clinically significant impairment or distress, as manifested in three (or 
more) of the following, occurring at any time in the same 12-month period: 
1. Tolerance, as defined by either of the following: 
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a. A need for markedly increased amounts of the substance to 
achieve intoxication or desired effect 
b. Markedly diminished effect with continued use of the same 
amount of the substance 
2. Withdrawal, as manifested by either of the following: 
a. The characteristic withdrawal syndrome for the substance 
(refer to Criteria A and B of the criteria sets for Withdrawal 
from the specific substances) 
b. The same (or a closely related) substance is taken to relieve or 
avoid withdrawal symptoms 
3. The substance is often taken in larger amounts or over a longer period 
than was intended 
4. There is a persistent desire or unsuccessful efforts to cut down or 
control substance use 
5. A great deal of time is spent in activities necessary to obtain the 
substance (e.g., visiting multiple doctors or driving long distances), 
use the substance (e.g., chain-smoking), or recover from its effects 
6. Important social, occupational, or recreational activities are given up 
or reduced because of substance use 
7. The substance use is continued despite knowledge of having a 
persistent or recurrent physical or psychological problem that is likely 
to have been caused or exacerbated by the substance (e.g., current 
cocaine use despite recognition of cocaine-induced depression, or 
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continued drinking despite recognition that an ulcer was made worse 
by alcohol consumption) 
Substance Abuse is defined as a maladaptive pattern of substance use leading to 
clinically significant impairment or distress, as manifested by one (or more) of the 
following, occurring within a 12-month period: 
1. Recurrent substance use resulting in a failure to fulfill major role 
obligations at work, school, or home (e.g., repeated absences or poor 
work performance related to substance use; substance-related 
absences, suspensions, or expulsions from school; neglect of children 
or household) 
2. Recurrent substance use in situations in which it is physically 
hazardous (e.g., driving an automobile or operating a machine when 
impaired by substance use) 
3. Recurrent substance-related legal problems (e.g., arrests for substance-
related disorderly conduct) 
4. Continued substance use despite having persistent or recurrent social 
or interpersonal problems caused or exacerbated by the effects of the 
substance (e.g., arguments with spouse about consequences of 
intoxication, physical fights)  
The symptoms have never met the criteria for Substance Dependence for this class of 
substance. 
 The term substance use has also been recognized within the SUD field as noted in 
the DSM-IV-TR definitions.  This term seems best fitting to describe the use of alcohol 
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or other drugs without implying or assuming abuse of or dependence on the substance.  It 
is recognized that “substance use behavior exists along a continuum, ranging from 
nonpathological or nonproblematic use at one end to chronic relapsing substance 
dependence characterized by compulsion, loss of control, and severe life-damaging 
consequences at the other” (Washton & Zweben, 2006, p xv).   
Historical and Social Factors 
Although it may seem that substance use is a more recent problem, the “use and 
abuse of psychoactive substances predates the written word” (Lessa & Scanlon, 2006, p. 
3).  Through anthropological studies of pre-literate societies, researchers have recorded 
the “almost universal use of psychoactive substances” (Westermeyer, 2005, p. 17).  Such 
usage was based in ritual and secular practices.  Early Egyptian and Chinese writings 
record the use of alcohol, opium and other psychoactive substances, with opium being 
described as an ingested medication in these early documents.  Early recorded usage in a 
number of cultures came to have cultural, ritual, or religious symbolism, including 
hospitality toward guests (Westermeyer, 2005, p. 18).  Alcohol or drug consumption may 
have also been used to “maintain cooperation and communication across ethnic groups 
and social classes, from Africa to Bolivia” (Westermeyer, 2005, p. 18).  It appears that 
the early-recorded histories focused mainly on psychoactive substance use and not 
psychoactive substance abuse. 
It was not until Thomas De Quincey exposed his “tortured love affair with 
laudanum (a liquid form of opium dissolved in alcohol)” in his autobiographical work, 
Confessions of an English Opium Eater in 1821, that the Western world was presented 
with the new concept of “drug addiction” (Lessa & Scanlon, 2006, p. 3).  De Quincey’s 
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work was the earliest documentation to “reveal the truth about drug use in a somewhat 
clinical manner” (Lessa & Scanlon, 2006, p. 3). 
Although drug addiction, per se, may have been a new concept, other authors 
addressed problems associated with the abuse of another “substance.”  The concept of 
“habitual drunkenness” was detailed by Dr. Benjamin Rush in 1784 in his work, An 
Inquiry into the Effects of Ardent Spirits on the Human Mind and Body (Thombs, 2006, p. 
3).  Rush is credited with contributing to a “paradigm shift” that redefined the problem of 
“habitual drunkenness” and a new construction, based on four propositions, that are 
sometimes still used today to explain problematic alcohol and drug use (Thombs, 2006, p. 
3).  The four propositions are: “(1) Hard liquor is an addictive substance, (2) There exists 
a compulsion to drink that arises from a loss of control, (3) Frequent drunkenness is a 
disease, and (4) Total abstinence from alcohol is the only way to cure the drunkard” 
(Thombs, 2006, p. 3).  
Dr. Dennis Thombs (2006) described early conceptions of drug abuse as “both 
sinful concepts and a disease,” however in recent decades “maladaptive behavior” has 
been considered as a third source.  Some research goes so far as to ascertain that 
addiction evolves from all three sources – namely, that addiction is a “disease in which 
people learn to act in immoral ways” (Thombs, 2006, p. 1).  These conflicting 
conceptions of addiction involving morality and disease have been evolving since early 
colonial times and therefore have been present throughout the majority of U.S. history.  
Disagreements and confusion in defining addiction seemed inevitable when “neither 
perspective [morality or disease] has entirely supplanted the other” (Thombs, 2006, p.4).  
This confusion has impeded the “progress toward developing shared social norms about 
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acceptable and unacceptable substance use and spurs acrimonious debates about public 
drug control policy” (Thombs, 2006, p. 4).   
Understanding the historical components of addictive disorders is vital in the 
pursuit of understanding the addictive disorder itself.  Certain historical and social factors 
affect the “rates of addictive disorders in the community, the types of substances abused, 
the characteristics of the abusive users, the course of these disorders, and the efficacy of 
treatment.  Knowledge of these background features helps in understanding the genesis of 
these disorders, their treatment outcome, and preventative approaches.” (Westermeyer, 
2005, p. 16). 
Epidemiology and Current Trends in Substance Use 
According to the World Health Organization (“WHO”) (Saxena & Donoghoe, 
2000), the epidemiology of substance use disorders is one of the more challenging areas 
of epidemiology in part, due to the nature of substance use and the circumstances 
surrounding it.  The use of some substances is illegal worldwide, while others are only 
illegal in some countries.  Additionally, what is considered a legal or illegal substance 
may be a problematic concept as the legality of substances is not consistent over time or 
across all countries.  For example, “heroin was freely prescribed in the United States till 
the Harrison Act of 1916, while tobacco has been an illegal drug in several countries in 
earlier times” (Saxena & Donoghoe, 2000, p. 12).  However, even if the substance is 
legal, there may be social disapproval and stigma associated with its use or overuse.  
Therefore, substance use often becomes a concealed activity.  This creates considerable 
problems in substance abuse epidemiology, which is often dependant on self-report 
surveys and interviews.  Many individuals do not like to report their use of substances 
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and even if they do, the extent of the use and the associated problems may not be reported 
accurately (Saxena & Donoghoe, 2000). 
Within the United States, the National Institute of Drug Abuse (NIDA), as well as 
other agencies, perform periodic surveys of the use of illicit drugs.  The National Survey 
on Drug Use and Health (NSDUH) is an annual survey sponsored by the Substance 
Abuse and Mental Health Services Administration (SAMHSA), which interviews 
approximately 67,500 noninstitutionalized persons each year, ages 12 and above.  
Although, it is also important to note that in some studies, a third of 10 - 12-year-olds 
have been offered drugs or were in situations where illicit substances are being used 
(McIntosh, Gannon, McKeganey, & MacDonald as cited in Schuckit, 2006).  According 
to the 2007 NSDUH national findings, “an estimated 19.9 million Americans aged 12 or 
older were current (past month) illicit drug users, meaning they had used an illicit drug 
during the month prior to the survey interview” (SAMHSA, 2008, p. 1).  That is 
approximately 8.0% of the 12-year-old or older population, which is similar to the 2006 
rate of 8.3%.  The illicit drugs being included were, “marijuana/ hashish, cocaine 
(including crack), heroin, hallucinogens, inhalants, or prescription-type 
psychotherapeutics used nonmedically” (SAMHSA, 2008, p. 1).  Additionally, this 
survey found that just over half of Americans aged 12 or older reported being current 
drinkers of alcohol (51.1%).  This translates to an estimated 126.8 million people, which 
was similar to the 2006 estimate of 125.3 million people (50.9%) (SAMHAS, 2008).  
Also, an estimated 22.3 million people in the United States, aged 12 or older, were 
classified with substance dependence or abuse in the past year (9.0% of the population 
aged 12 or older).  Of these, 3.2 million were classified with dependence on or abuse of 
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both alcohol and illicit drugs, 3.7 million were dependent on or abused illicit drugs but 
not alcohol, and 15.5 million were dependent on or abused alcohol but not illicit drugs.  
Although the statistics of various types of drugs for each age group is outside the scope of 
this brief overview of epidemiology, the following are some current statistically 
significant changes found by SAMHSA (2008): 
• From 2002 to 2007, there was an increase among young adults aged 18 to 25 in 
the rate of current use of prescription pain relievers, from 4.1 to 4.6%.  There 
were decreases in the use of hallucinogens (from 1.9 to 1.5%), Ecstasy (from 1.1 
to 0.7%), and methamphetamine (from 0.6 to 0.4%). 
• Among 50 to 54 year olds, the rate of past month illicit drug use increased from 
3.4% in 2002 to 5.7% in 2007.  Among those 55 to 59 years of age, current illicit 
drug use showed an increase from 1.9% in 2002 to 4.1% in 2007.  These trends 
may represent the aging into these age groups of the baby boom generation, 
whose lifetime rates of illicit drug use are higher than those of older generations. 
Additional statistics show that there is no immunity from the use of drugs and 
alcohol- it is a national public health problem.  The use of illicit substances was observed 
in all parts of the country, all socioeconomic strata, and in all ethnicities (Schuckit, 2006).  
In the 2007 NSDUH, the intake of illicit substances was only slightly higher in the West 
(9.3%); whereas the Midwest, Northeast and South were all fairly close in intake rates of 
7.9%, 7.8%, and 7.4%, respectively (SAMHSA, 2008).  Although in varying degrees, 
drug use has been reported throughout diverse racial and ethnic groups.  In 2007, among 
persons aged 12 or older, the lowest current use rate was among Asians (4.2%), 
additional rates were 12.6% for American Indians or Alaska Natives, 11.8% for persons 
26 
reporting two or more races, 9.5% for blacks, 8.2% for whites, and 6.6% for Hispanics 
(SAMHSA, 2008).  Further epidemiological statistics will be presented on gender 
differences as they pertain to this study in the upcoming section, Substance Use Disorders 
in Women and Mothers.  
Most studies reveal that the highest amounts of intake occurred in the mid-1970s 
to mid-1980s, after which rates for most substances decreased until the early 1990s.  
According to The Guide to Drug Abuse Epidemiology (2000), which is a collaboration 
between WHO and NIDA, there have been major changes in trends and patterns of drug 
use since the 1980’s.  Those major changes were found to be, 
global increases in the production and use of drugs; new forms of old drugs (eg. 
smokeable “crack” cocaine); changes in ways drugs are taken (e.g. transitions 
from opium smoking to heroin injection); and the introduction and proliferation of 
new drugs (e.g. MDMA “ecstasy” and other amphetamine-type stimulants).  Of 
particular importance is the fact that drug injection has become a major 
transmission route for HIV (Stimson et al. as cited in Saxena & Donoghoe, 2000, 
p.3).   
These changes over time have presented new challenges to public health.  Yet, significant 
advances in drug abuse epidemiological research methods have been achieved as a result 
of scientific and public health efforts to address these new issues.  Techniques to assess 
the extent of drug related behaviors and problems have improved as well as the 
introduction and development of methods, which aim to not only, measure behaviors, but 
to better understand them (Saxena & Donoghoe, 2000). 
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Etiological Theories and Models of SUDs 
In the most simplistic view, SUDs can be understood as the result from a person 
taking a particular substance or multiple substances in an abusive pattern, however, such 
simplification does not address why only some persons develop SUDs (Saddock & 
Saddock, 2003).  Not everyone who uses or experiments with a substance will abuse it or 
become dependent upon it.  As with all psychiatric disorders, the initial causative theories 
grew from psychodynamic models.  Over the decades, there have been many different 
theories and models of addiction that have been proposed.  Current literature indicates 
that many professionals view SUDs as a combination of biological, psychological, social-
cultural factors (DiClemente, 2003; Saddock & Saddock, 2003; Sloboda, 2005; Washton 
& Zweben, 2006).  
Various models have been conceptualized over the decades in order to help 
explain how and why SUDs occur and what makes them persist.  Recently, DiClemente 
(2003) comprehensively formulated several broad categories that can be used to 
summarize these models.  He conceptualized the most prominent explanatory models, as 
follows: “1. social/ environmental models, 2. genetic/ physiological models, 3. 
personality/ intrapsychic models, 4. coping/ social learning models, 5. conditioning/ 
reinforcement behavioral models, 6. compulsive/ excessive behavioral models, and, 
finally, 7. an integrative biopsychosocial model” (p.6).  DiClemente (2003) stated that 
each of these models suggests a way of understanding addiction that focuses mainly on 
how addictions develop.  Then based on this etiology, the models propose suggestions for 
prevention and cessation as well as for intervention and treatment (Brownell & Fairburn; 
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Leonard & Blane; Rotgers, Keller & Morgenstern; U.S. Department of Health and 
Human Services as cited in DiClemente, 2003).   
There are numerous texts and other resources available that provide whole 
chapters on the minutiae of some or all of the SUD etiological models (Lessa & Scanlon, 
2006; Ruiz, Strain, & Langrod, 2005; Schuckit, 2006; Thombs, 2006).  However, a 
detailed review of all the possible models for understanding SUD origins is out of the 
parameters of this literature review.  A brief summary using DiClemente’s (2003) 
explanations on these various models, however, seems necessary in order to appreciate 
the scope of the many models available and what they contribute to the field.  “The 
social/ environmental perspective emphasizes the role of societal influences, peer 
pressure, social policies, availability, and family systems as mechanisms responsible for 
the adoption and maintenance of addictions” (p.6).   
The role of genetics in addictions is most convincingly seen in the area of alcohol 
abuse and dependence.  Numerous family and twin studies indicate increasing risk ratios 
for individuals as the number of alcoholic relatives rises and as the number and severity 
of familial alcohol problems rise (Shuckit; Shuckit, Goodwin, & Winokur: Hesselbrock, 
Hesselbrock, & Epstein as cited in DiClemente, 2003).  “Although the role of genetics for 
other drugs of abuse is not always so clear, most scientists acknowledge a genetic 
influence on susceptibility to substance abuse (Crabbe et al.; Hesselbrock et al. as cited in 
DiClemente, 2003).  Because so many different individuals can become addicted to so 
many different types of substances or behaviors, biological or genetic differences do not 
explain all the cultural, situational, and intrapersonal differences among addicted 
individuals and addictive behaviors (Cadoret as cited in DiClemente, 2003).   
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Addictive behaviors have often been conceptualized as a symptom of more 
historical, intrapsychic conflicts, often labeled disorders of personality.  Proponents of 
this perspective point to the frequent correspondence between drug abuse and diagnosis 
of antisocial personality disorder or its predecessor, juvenile delinquency, as evidence of 
drugs being a symptom of a larger psychological problem (Robins; Weiss as cited in 
DiClemente, 2003).  The search for the alcoholic or prealcoholic personality has persisted 
for years, with mixed and unconvincing results (Cox; Nathan; Sutker & Allain as cited in 
DiClemente, 2003).  Some pre-alcoholic personality characteristics seem to be related to 
later alcohol dependence: impulsivity, nonconformity, antisocial behavior, independence 
and hyperactivity (Cox; Hesselbrock et al. as cited in DiClemente, 2003).  However, 
these relationships may be true more for male than female alcoholics and are not always 
present in every male alcoholic (DiClemente, 2003).   
Addictions are often considered to be the result of poor or inadequate coping 
mechanisms.  From this perspective, individuals use substances as alternative coping 
mechanisms thus relying on their addictions to manage situations, particularly those that 
produce feelings of frustration, anger, anxiety, or depression (Wills & Shiffman as cited 
in DiClemente, 2003).  The social learning perspective also emphasizes the role of peers 
and significant others as models of these “coping” behaviors.  From this understanding it 
seems unclear whether it is believed that alternative coping mechanisms are understood 
as conscious or unconscious attempts at managing their negative thoughts and feelings.  
Authors utilizing a psychodynamic understanding suggest that substance abuse is in fact a 
defense mechanism  (Khantzian; Wurmser, as cited in Thombs, 2006), unconsciously 
employed by the ego to defend against anxiety and other unpleasant feelings.   
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There is a substantial body of research demonstrating the reinforcing properties of 
each substance of abuse (Barrett as cited in DiClemente, 2003).  Reinforcement theory 
seems to be an appropriate explanation for subtle physiological effects of substances as 
well as for the gross motor drug-seeking elements of addictive behaviors, including 
physical effects such as cravings, urges, tolerance and withdrawal (DiClemente, 2003).   
Some theorists and practitioners have linked the role of substances in “seeking 
restoration of inner control of one’s affective state” (Dodes as cited in Dodes & 
Khantzian, 2005, p. 461) to those psychological problems known as compulsions.  The 
relationship is also seen in the difficulty SUD-affected individuals have in stopping or 
successfully altering addictive behaviors and the habitual and repetitive nature of most 
additions with ritualistic compulsive and excessive behaviors (DiClemente, 2003; Dodes 
& Khantzian, 2005).  “The commonalities include the sense that the behavior is out of 
control of the individual and appears to be trying to satisfy a psychological conflict or 
need” (DiClemente, 2003, p. 16).   
Lastly, dissatisfaction with the partial explanations offered by the six previously 
mentioned models led to the proposition of an integration of these explanations (Donovan 
& Marlatt; Glantz & Pickens as cited in DiClemente, 2003).  They indicate the 
integration of biological, psychological, and sociological explanations by calling their 
model biopsychosocial.  This model suggests that addiction is best understood as the 
result of a convergence of factors representing these broad areas of influence 
(DiClemente, 2003; Ganzer & Ornstein, 2008; Lessa & Scanlon, 2006; Ruiz, Strain, & 
Langrod, 2007; Washton & Zweben, 2006).  The proposal of an integrative model 
represents an important advance over the more specific, single-factor models, however 
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proponents of the biopsychosocial approach have yet to explain how the integration of 
biological, psychological, sociological, and behavioral components occur.  DiClemente 
(2003) further explains:  
However, without a pathway that can lead to real integration, the biopsychosocial 
model represents only a semantic linking of terms or at best a partial integration.  
As such it often allows individuals to use an integrative term while paying only 
lip service to aspects other than their primary area of interest.  Biologically and 
physiologically oriented researchers talk about the biopsychosocial model 
whereas social influence advocates discuss the biopsychosocial model, and so on.  
This appears particularly true when the model is used for prevention or treatment 
considerations.  It is difficult to intervene in multiple areas at the same time, and 
many of the risk and protective factors are not amenable to change (family of 
origin, geographic location, parental absence).  Often the primary interest area of 
the clinician or researcher is highlighted, with inadequate attention given to other 
aspects.  The biopsychosocial model clearly supports the complexity and 
interactive nature of the process of addiction and recovery.  However, additional 
integrating elements are needed in order to make this tripartite collection of 
factors truly functional for explaining how individuals become addicted and how 
the process of recovery from addiction occurs (p. 18). 
 The diverse etiological perspectives for understanding addiction most often 
present partial, often one-dimensional views of the problem of addiction.  There are clear 
case examples that would support one or another of these elements as a critical aspect or 
causal influence in addiction or recovery (Wholey as cited in DiClemente, 2003).  
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However, it warrants repeating that no single source of influence or causal factor has 
been found that can explain any single addiction, let alone all the various types of 
addictions (Glantz & Pickens as cited on DiClemente, 2003). 
This brief basic review of the seven most prevalent models of addiction, as 
explored by DiClemente (2003), presents several important facts related to the current 
understanding of SUDs.  The first of which is that, “addiction seems to involve multiple 
determinants that characterize very different domains of human functioning, stemming 
from elements deep inside the individual, like self-esteem and biology, to broad-based 
societal influences.  Secondly, the search for a single explanatory construct at a particular 
point in the life of an individual appears to be futile.  Lastly, integrative perspectives such 
as the biopsychosocial model are beginning to dominate clinical and research discussions 
of addiction” (DiClemente, 2003, p. 18).   
 
Treatment of SUDs: Approaches, Models, and Current Trends 
Substance use disorder treatment approaches evolve from various etiological 
concepts and therefore there are numerous treatment approaches as well.  Just as there is 
not one specific causal factor for SUD there is not one specific treatment that can be 
viewed as a “cure all.”  As previously stated, causative factors for SUDs are varied and 
largely unpredictable.  Treating all individuals who have substance use disorders 
similarly had been an early mistake in the field— a mistake that is unfortunately still 
perpetuated.  No two people with SUD are exactly the same.  They may have similarities, 
but the causative and consequential factors for each person are unique (Lessa & Scanlon, 
2006).   
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According to The National Center on Addiction and Substance Abuse at 
Columbia University (CASA) (2006), strategies for treating alcohol and other drug use 
can involve self-help approaches, such as Alcoholics Anonymous (AA) and Narcotics 
Anonymous (NA) or programs run by professional clinicians.  Treatment may be long-
term or short-term, inpatient or outpatient, and can involve individual therapy, group 
therapy, family therapy, pharmacotherapy, or a combination of several approaches 
(National Institute on Drug Abuse (NIDA), 1999). 
Inpatient and Outpatient Treatment Settings 
 There are varying opinions about how SUD treatment should begin.  “Some insist, 
particularly for the severely dependent, that it be done in an inpatient [hospital] setting to 
protect the person from any physiological dangers and to shelter from those daily cues to 
return” (DiClemente, 2003, p. 172).  However, Miller & Hester state that others consider 
simply monitoring the detoxification process whether with or without the use of cross-
tolerant drugs in an outpatient setting will work as well as the more expensive inpatient 
detoxification (as cited in DiClemente, 2003). 
 Outpatient treatment is the most widely utilized for of treatment today.  Since the 
1990’s it has gained popularity for several reasons.  Obert, Weiner, Stimson, & Rawson 
(2004) site the following reasons for its popularity, “to contain costs, treatment providers 
began to investigate effective ways to shorten or eliminate impatient stays and to provide 
effective, structured outpatient programs” (p.102).  Additionally, inpatient treatment 
settings may not be necessary for everyone and alone are rarely enough.  Initially, 
individuals with SUDs who were treated in protected inpatient environments settings 
relapsed within weeks of being released from the residential treatment environment.  
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Outpatient treatment provides an opportunity for the individual to experience a learn-as-
you-go approach to recovery with the treatment program providing structure and support 
as they resume their daily living.  Outpatient treatment encompasses an almost unlimited 
collection of activities from psychotherapy to case management and referral services to 
self-help groups (Obert, Weiner, Stimson, & Rawson, 2004). 
Detoxification, Medical Stabilization, & Pharmacotherapy 
Detoxification, or the achievement of a substance-free state, became prevalent in 
the mid-1990s (Ruiz, Strain, & Langrod, 2007; Westermeyer, 2005).  For substances that 
produce significant physical withdrawal syndromes such as alcohol, opioids, 
sedatives/hypnotics, medications are frequently needed to reduce or control the 
dangerous symptoms often associated with withdrawal.  Some severe withdrawal 
symptoms (i.e., alcohol withdrawal syndrome) can cause serious medical complications 
and have potential to be fatal if not monitored and treated in a hospital setting until 
stabilization is achieved (Lessa & Scanlon, 2006).  Detoxification may take place in 
either inpatient or outpatient settings depending on the substance(s) used and/or the 
severity of withdrawal symptoms (Ruiz, Strain, & Langrod, 2007; Westermeyer, 2005).  
For many PUSDs this resource offers an entrance into recovery; however others may end 
up in a “revolving door” pattern of detoxifying and leaving the hospital only to resuming 
use once back in society (Westermeyer, 2005).  Safe detoxification is possible through 
increased basic and clinical appreciation of withdrawal syndromes (Ruiz, Strain, & 
Langrod, 2007). 
Although a full review of the pharmacological methods is outside the scope of 
this study and literature review, a few of the common medications used in treatment have 
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been briefly noted.  Benzodiazepines are often used to manage symptoms of alcohol 
withdrawal (Ruiz, Strain, & Langrod, 2007; Westermeyer, 2005).  Medications such as 
methadone, clonidine, naltrexone, and buprenorphine are typically used for management 
of opioid withdrawal (Carroll, 2005; Westermeyer, 2005).  However, there is controversy 
over Opioid Maintenance Therapy (OMT) in the SUD treatment community and 
elsewhere, as the predominant goal of SUD treatment is to lead to a drug-free lifestyle 
(Lessa & Scanlon, 2006).  Yet many opioid dependent people have repeatedly tried and 
not had success with drug-free treatment.  Some find that OMT is their best option for 
leading a more normal and productive life (Lessa & Scanlon, 2006).  In addition, more 
sophisticated methods and other medications in pharmacotherapy have appeared recently, 
although these remain few in comparison with other areas of medicine (Westermeyer, 
2005).  Furthermore, current research has emphasized the integration of pharmacological 
and psychotherapeutic treatment options as a more comprehensive approach (Busch, 
Weiss, & Najavits, 2005). 
Minnesota Model 
 The Minnesota Model of treatment for alcohol dependence and abuse was 
developed around 1950 from several sources: a program at Wilmar State Hospital and 
later a private program at Hazelden, and supplemented by the first day program for 
alcoholism at the Minneapolis Veterans Administration Hospital (Anderson, 1981; 
Westermeyer, 2005).  This “model’s” characteristics have changed over time as treatment 
has changed and evolved, and today definitions still seem to vary from one person to the 
next (Westermeyer, 2005).  One characteristic that is maintained throughout varying 
understandings of this model is its heavy emphasis on Alcoholics Anonymous (AA) self-
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help concepts, resources, and principle teachings such as the “12 steps” of recovery 
(Obert, Weiner, Stimson, & Rawson, 2004; Westermeyer, 2005).  In the 1960’s and 
1970’s, the Minnesota Model developed into “a 28-day program that provided an 
immersion experience in the philosophy and practice of AA” (Obert, Weiner, Stimson, & 
Rawson, 2004, p. 100).  While varying ancillary services were utilized in conjunction 
with this model at different treatment centers, the major push towards AA as the sole road 
to recovery became fairly dogmatic and inflexible and proponents had little interest or 
openness to alternative approaches (Obert, Weiner, Stimson, & Rawson, 2004). 
 Inpatient hospital treatment programs began to use the 28-day Minnesota 
program.  These programs typically operate as an organized service delivered by medical 
and nursing professionals providing 24-hour, medically supervised evaluation and 
withdrawal management.  During 1980’s, the programs were expanded to provide 
treatment for drug users during the cocaine epidemic when many middle-class stimulant 
abusers were looking to find help for their addiction (Obert, Weiner, Stimson, & Rawson, 
2004).   
 During the time of its evolution, the Minnesota Model served to bridge the 
previously separate hospital programs and self-help groups, which was quite a creditable 
achievement.  However, if this model is applied rigidly, despite current knowledge, some 
clients (who might have otherwise been helped) may fail at or drop out of treatment.  
Currently it appears that many treatment programs utilize aspects of the old “Minnesota 
Model” which they integrate flexibly with newer methods and techniques in a more 
individualized and client-centered approach (Westermeyer, 2005).   
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Self-Help Groups & 12-Step Programs/ Alcoholics Anonymous (AA) 
 Treatment modalities that make use of social networks, such as group therapy and 
self-help groups are thought to be of particular importance in treating SUDs, including 
alcoholism.  Self-help groups represent a widely available resource for the treatment of 
SUDs.  Self-help groups can be understood as an elemental response to a perceived need 
for services and support (Levy; Tracy & Gussow as cited in Galanter, Hayden, 
Castan eda, & Franco, 2005).  “Numerous self-help groups in the United States were 
founded during the Depression era” (Westermeyer, 2005, p. 26).  Such groups involved 
persons who came together to meet their common financial, social, and personal needs 
(Lieberman & Borman as cited in Westermeyer, 2005).  These self-help groups 
emphasized the importance of abstinence from psychoactive substance abuse, reliance on 
a superior spiritual force (the “Higher Power”), and a social affiliation or “fellowship” for 
mutual support.  Perhaps the best known of these self-help groups is Alcoholics 
Anonymous (AA), which was first established in the United States. 
Alcoholics Anonymous (AA) with its principal founder “Bill W” and co-founder 
“Dr. Bob” began in the mid-1930’s and its text was published in 1939 (Galanter, Hayden, 
Castan eda, & Franco, 2005; Obert, Weiner, Stimson, & Rawson, 2004).  “The 12-Steps 
and Traditions of AA originated as a social movement to promote behavior and attitude 
change in response to the teachings and examples described in the Big Book” (Obert, 
Weiner, Stimson, & Rawson, 2004, p. 100).  The 12-Step program itself is not officially a 
treatment program.  Members describe it as a fellowship, which is a more suitable 
description because “people at the meetings do not conduct assessments, arrive at 
diagnoses, dispense medications, write treatment plans, provide case management, or do 
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group or individual therapy” (Obert, Weiner, Stimson, & Rawson, 2004, p. 100).  
However, the social and cultural composition of the self-help group appears to be an 
important factor in attracting clients and effecting therapeutic outcomes (Jilek-Aal as 
cited in Westermeyer, 2005) as well as being free of charge and geographically accessible 
(Busch, Weiss, & Najavits, 2005).  AA is now a global organization, and has reported to 
have more than 75,000 informal groups in the United States and 114 other countries for a 
membership estimated at 1.5 million (Galanter, Hayden, Castañeda, & Franco, 2005). 
The creation and development of Narcotics Anonymous (NA) exemplifies how 
AA provided a model to other self-help programs for addiction.  Despite their complete 
independence of one another, NA and AA share a general overlap in approach and 
membership between the organizations (Galanter, Hayden, Castañeda, & Franco, 2005).  
However, NA members tend to use illegal drugs, in contrast to most AA members until 
recently, who could be considered traditional alcoholics.  Additionally, instead of using 
the term “alcoholism,” NA refers to its problem as “addiction” and addresses the entire 
range of abusable substances (Galanter, Hayden, Castañeda, & Franco, 2005). 
In all its popularity, it still remains unclear why 12-step programs can help those 
who are exposed to them.  “From an existential perspective, AA, for instance, encourages 
acceptance of one’s finitude and essential limitation by conveying the idea of 
powerlessness over alcohol” (Galanter, Hayden, Castañeda, & Franco, 2005, p. 514).  
Yet, at the same time, one can move beyond this constraint by connecting to others and 
sharing some of the painful aspects of human existence.  Additionally, from a learning 
theory perspective, “the group selectively reinforces social and cognitive behaviors that 
usually are incompatible with using the same time to drink or abuse other drugs” 
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(Galanter, Hayden, Castañeda & Franco, 2005, p. 514).  Strategies of self-monitoring and 
self-control are consistently reinforced through constant interactions with others 
attempting to remain sober and achievements resulting from sobriety are generously 
praised.  AA has received more attention from investigators studying outcome variables 
than other 12-step programs.  Consequently, most of our knowledge about the impact of 
12-step programs on the lives of addicts is limited to the effects of AA on some samples 
of alcoholics.  Several issues may make it difficult to study outcome factors related to 
participation in 12-step programs.  One noteworthy variable is that the alcoholics that join 
AA are not necessarily representative of the total population of alcoholics receiving 
treatment, as they tend to be more sociable and affiliative.  Another issue noted by 
Galanter, Hayden, Castañeda, & Franco (2005) is the “changing composition of AA 
membership: more women, younger people, and multiply addicted alcoholics that have 
been joining the organization” (p. 516).  Furthermore, the fact that it is not possible to 
experiment with components of the programs, the self-selection factor in membership, 
and the lack of appropriate group controls all impose serious methodological difficulties 
in evaluating outcome variables.  Therefore, Galanter, Hayden, Castañeda, & Franco 
(2005) suggest that for clinical purposes, the benefit of participation in self-help groups 
has to be empirically evaluated for each individual person.  However, Laudet, Stanick, 
and Sands (2007) report in their review of the research, that overall, “the support 12-step 
participation [such as AA, NA, and others] offers is especially important after treatment 
ends: Twelve-step meeting attendance after formal treatment, i.e., as aftercare, is a strong 
predictor of long-term abstinence (Johnson & Chappel, 1994; Kissin, McLeod, & 
McKay, 2003; Troyer, Acampora, & O’Connor, 1995)” (p. 615).  Additionally, their 
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review has found that 12-step affiliative behaviors, such as “having a sponsor, working 
the 12-steps, having a home group, and reading 12-step recovery literature” increase 
benefits of meeting attendance, such as stable abstinence (Laudet, Stanick, and Sands, 
2007, p. 615). 
Disease Model Approach 
Drug addiction and alcoholism are diseases recognized by the World Health 
Organization and by the medical community in general.  However, the concept of an 
SUD being an illness is still a debatable issue in this country (Lessa & Scanlon, 2006).  
The addiction-as-a-disease conception maintains that PSUDs are victims of an illness.  
Therefore, the abuse of substances is not freely chosen; rather the excessive and 
compulsive use is seen to be beyond the control of the sufferer and is merely the manifest 
symptoms of an illness (Lessa & Scanlon, 2006; Thombs, 2006).  At this point in time, 
the exact nature of this illness is not fully understood, however many advocates of the 
disease model believe that the illness has genetic origins (Thombs, 2006).   
The disease model perspective has been promoted in the materials describing the 
12 steps and 12 traditions of AA that talk about the disease of alcoholism, which they 
liken to a chronic allergic reaction (Alcoholics Anonymous as cited in DiClemente, 
2003).  In general, the “recovery movement,” made up of individuals and families 
recovering from SUDs, have a vested interest in identifying alcohol and addiction as 
diseases.  Classifying SUDs as a disease makes it more respectable rather than labeling it 
a moral problem or a mental disorder.  Additionally, maintaining the disease concept can 
help to reduce possible guilt or shame about past transgressions which may allow PSUDs 
to focus on the work they need to do to maintain a drug-free life (Thombs, 2006).  One 
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key contribution of the disease model is that it has been instrumental in also shifting 
society’s view of alcohol dependence and substance use from one of a moral deviance or 
sinful behavior to one that promotes understanding and treatment (DiClemente, 2003).   
There are however, also a number of criticisms to the disease models of 
alcoholism and addiction (DiClemente, 2003; Donovan & Marlatt, 1988; Miller & 
Rollnick, 1991; Thombs, 2006).  It has been noted that, “proponents of the disease model 
for alcoholism will not always use the same explanation for drugs of abuse and have 
some difficulty when the concept is extended to behaviors like gambling” (DiClemente, 
2003).  Thombs (2006) cites that the “loss-of-control hypothesis, the supposedly 
progressive course of alcoholism, and the belief that a return to controlled drinking is 
impossible challenges have been seriously challenged by scientific investigations” (p.8) 
and are not well supported by empirical evidence.  According to Lessa & Scanlon (2006), 
“The most prolific resistance to the concept of the disease model is that it absolves the 
substance user of any responsibility.  It is argued that even those that have this inherent 
defect in the ability to control their substance use still have a responsibility not to use a 
substance over which they have no control” (p.14).  Due to the many different individuals 
becoming addicted to so many various types of substances or behaviors, biological or 
genetic differences do not explain all the cultural, situational, and intrapersonal 
differences among addicted individuals and addictive behaviors (Cadoret as cited in 
DiClemente, 2003). 
Cognitive-Behavioral Therapy (CBT) Approach 
Currently, cognitive-behavioral therapy approaches to substance use are 
considered among the “most empirically studied, well-defined, and widely used 
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approaches” (Carroll; Thase as cited in Beck, Liese, & Najavits, 2005, p. 474).  Yet, the 
application of cognitive-behavioral theory to substance use treatment is relatively recent.  
It was not until the mid-1980s, when substance abuse became more widely recognized, 
that the field of psychotherapy began to view substance abuse as an area of interest.  Prior 
to this turning point, the field seemed to largely overlook substance abuse, viewing it as a 
superficial symptom of more significant underlying issues (Ruiz, Strain, & Langrod, 
2007).   
 According to a cognitive therapy approach, thoughts are viewed as playing a 
major role in addictive behaviors, negative emotions such as anxiety and depression, and 
physiological responses including some withdrawal symptoms (Beck, Liese, & Najavits, 
2005).  In regards to the specific area of alcohol addiction, Morgenstern & Longenbaugh 
(2000) stated that “coping skills training has become the standard to which other 
treatments for alcohol dependence are now compared, and appears either as primary 
technique, or as a component in intervention conditions in all clinical trials with alcohol 
dependent populations (p.1478). 
 Similar to cognitive-behavioral therapy as used with psychological problems, 
CBT used with SUDs places an emphasis on collaboration, case conceptualization, 
structure, psychoeducation, the application of standard cognitive-behavioral techniques 
and additionally, monitoring substance use.  Moreover, when working with PSUDs, 
cognitive therapists focus on the cognitive and behavioral progressions leading to 
substance use, management of cravings, avoidance of high-risk situations, case 
management, mood regulation for example: coping skills, and lifestyle change (Beck, 
Liese, & Najavits, 2005; Ruiz, Strain, & Langrod, 2007).   
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 CBT for the treatment of SUDs includes a wide range of specific treatments and 
techniques that focus on general SUDs as well as specific substances of abuse.  There are 
several common strategies to most CBT approaches as used in treatment of SUDs.  Some 
of these strategies include conducting functional analyses and providing coping skills 
training, as well as enhancing social support, decision-making skills training, and 
modifying automatic thoughts and drug-related beliefs (Ruiz, Strain, & Langrod, 2007).   
Psychodynamic Psychotherapy 
 “The psychology of substance abuse, as formulated from a psychodynamic 
perspective, focuses on understanding addictions as adaptive attempts to alleviate 
emotional suffering and repair self-regulatory deficiencies” (Ruiz, Strain, & Langrod, 
2007, p. 16).  According to Dodes and Khantzian (1991) the contemporary 
psychodynamic formulations emphasize the “role of conflict, the object meaning of 
alcohol and drugs, deficits and dysfunctions in ego functioning, and narcissistic deficits 
as important factors in reliance on substances” (Dodes & Khantzian, 2005, p. 457).  
These deficits and dysfunctions result in problems with self-regulation involving 
emotions, self-esteem, and the capacity for self-care and self-other relations (Dodes & 
Khantzian, 2005; Washton & Zweben, 2006).  Psychological dysfunctions and 
vulnerabilities such as these are seen to contribute significantly to addictions and can be 
addressed in psychotherapy (Khantzian as cited in Dodes & Khantzian, 2005).   
 Individuals struggling with SUDs may enter into individual psychodynamic 
psychotherapy via multiple avenues.  Some may be referred, some may enter after or 
during enrollment in some form of self-help or group therapy, and others (perhaps those 
who are more psychologically-minded) may choose to enter as a beginning to their SUD 
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treatment.  Yet another route for PSUDs into individual psychodynamic psychotherapy 
may be after several treatment failures in other less insight-oriented settings (Dodes & 
Khantzian, 2005).  Some PSUDs repeatedly relapse, despite wanting to abstain, because 
they are unaware of the internal, largely unconscious factors that lead them to resume 
substance use (Dodes & Khantzian, 2005).  Regardless of how the individual enters into 
treatment, exploring their conscious and unconscious emotional issues not only allows 
the client to better understand themselves but additionally the role of substance use in 
their emotional lives.  Failing to understand the role of unconscious processes may cause 
clients to blame their behavior on lack of willpower, which further contributes to their 
self-devaluation (Dodes & Khantzian, 2005).   
Over the past 25 years, there have been many contributions to the dynamic 
understanding of the psychology of addictions (Khantzian, Dodes, & Brehm, 2005).  One 
prominent contemporary psychodynamic perspective is that the use of substances 
functions to control or manage intolerable or overwhelming affects, essentially it is a 
defense mechanism (Khantzian; Wurmser as cited in Thombs, 2006).  Not only are 
substances used to manage intolerable feelings, but according to Khantzian (1985, 1997) 
and others, certain substances are preferentially chosen based on their specific ability to 
ameliorate certain unwanted, negative affective states such as: depression, anxiety, guilt, 
shame.  This idea is known as the “self-medication hypothesis” (Dodes & Khantzian, 
2005; Ganzer & Ornstein, 2008; Ruiz, Strain, & Langrod, 2007; Thombs, 2006).  
Additionally, Krystal and Raskin described in a more general way, a “defective stimulus 
barrier” associated with PSUDs which leaves them open to being flooded with intolerable 
affective states that are traumatic (as cited in Dodes & Khantzian, 2005).  Others relate 
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the problem as a disturbance in the relationship with the primary maternal object.  The 
substance being used becomes a surrogate for a longed-for or needed figure, one that is 
all-powerful or is completely controllable and available (Dodes & Khantzian, 2005; 
Ganzer & Ornstein, 2008; Krystal & Raskin 1970; Wurmser, 1993). 
Essentially all three of these views of substance use can be seen as the individual 
attempting to exert control and correct the experience of helplessness.  That is to say, “by 
taking action (using alcohol or drugs) that can alter their internal affective state, addicts 
may reassert the power to control their inner experience, undoing and reversing the 
feeling of powerlessness” (Dodes & Khantzian, 2005).   
According to Khantzian and Khantzian and Mack, another perspective describes 
defective self-care functions such as, ego functions involved with anticipation of danger, 
appropriate response to protect oneself, and sufficient positive self-esteem to care about 
oneself, in PSUDs (as cited in Dodes & Khantzian, 2005).  These defective self-care 
functions can typically be seen in PSUDs who tend to place themselves in danger or who 
fail to protect their health and safety (Dodes & Khantzian, 2005; Ruiz, Strain, Langrod, 
2007).  This disregard of self is not necessarily unconscious impulses of self-
destructiveness, but may be related to inadequate early development internalization of 
parental features such as caring/protecting (Dodes & Khantzian, 2005; Ruiz, Strain, 
Langrod, 2007) 
 Treatment emphasizes the development of an understanding of the emotional 
factors that lie behind and produce addiction as a restorative response (Ruiz, Strain, & 
Langrod, 2007, p. 16).  This is fostered by mutual understanding of the addict’s suffering, 
gradual toleration, and modulation of painful feelings; learning of psychological skills to 
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care for and nurture the self; and the adoption of a reality not based on childhood 
illusions (Ruiz, Strain, & Langrod, 2007, p. 16). 
Transtheoretical Model: Stages of Change & Motivational Enhancement Therapy 
The Transtheoretical Model (TTM) emerged from a comparative analysis of 
leading theories of psychotherapy and behavior change, hence the name transtheoretical 
(Prochaska; Prochaska & Velicer as cited in DiClemente, 2003).  TTM attempts to unite 
these differing perspectives by focusing on “how individuals change behavior and by 
identifying key change dimensions involved in this process” (DiClemente & Prochaska; 
Prochaska & DiClemente as cited in DiClemente, 2003, p.19).  “The comparative 
analysis identified 10 distinct processes of change, such as consciousness raising for the 
Freudian tradition, contingency management from the Skinner tradition, and helping 
relationships from the Rogerian tradition” (Prochaska & Velicer, 1997, p. 38).  The 
dimensions of change identified in the TTM can be used to illustrate a course that leads 
into and out of the habitual patterns of behavior that are addictions.  There are four broad 
dimensions, which are the stages, processes, markers, and context of change.  The stages 
of change break up the process of change into distinct steps.  Each stage is defined by 
specific tasks that need to be accomplished to a greater or lesser degree if movement 
forward to the next stage is to happen (DiClemente, 2003).  The stages-of-change model 
consists of five stages (Prochaska & DiClemente as cited in Thombs, 2006).  It is 
important to note that progression through these stages typically does not occur in a linear 
fashion.  Often clients who reach the last three stages will recycle to the first two.  
However, research shows that for most individuals, the process of relapsing is not endless 
(Prochaska & DiClemente as cited in Thombs, 2003).  A majority of the time, individuals 
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will not regress all the way back to where they began (Thombs, 2003).  It is also 
important to note that the model does not explain why people change, but rather, how 
they change (Thombs, 2006). 
In brief, the five stages-of-change are summarized as follows: Stage 1. 
Precontemplation:  The state where there is no intension to change the behavior in the 
foreseeable future.  Stage 2. Contemplation:  The stage where the individual is involved 
in weighing the risks and rewards of change.  They may have an interest in change but 
little commitment.  Stage 3. Preparation:  The stage where the individual forms an 
intension to change a behavior and develops a plan or strategy.  Stage 4. Action:  The 
stage where the individual implements a plan by modifying their behavior and/or their 
environment to change current behavior pattern and begin creating a new behavior 
pattern.  After six months of successful pattern change, the individual is considered to 
have moved onto the next stage.  Stage 5. Maintenance:  The stage where individuals 
continue their efforts to prevent relapse and sustain the new behavior pattern as well as 
integrating the behavior changes into their life.  The threat of relapse becomes less and 
less intense with the passage of time.  Yet, the possibility of relapse to another stage 
remains (DiClemente, 2003; Thombs, 2006). 
 Research indicates that the stages-of-change model is particularly useful for 
matching clients with treatments based on their readiness for change.  Prochaska & 
DiClemente found that many psychosocial and medical treatment programs might have 
poor outcomes because they expect that new clients are motivated to participate in their 
particular treatment (as cited in Thombs, 2006).  In recent years, when analyzing 
substance abuse issues, there has been a growing emphasis placed on the attention to the 
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problem of “motivation to change.”  Often substance use continues because there is either 
an individual or collective ambivalence towards change (Thombs, 2006).  Additionally, 
in the treatment environment, clinicians traditionally blamed clients for being 
“unmotivated.”  However, more recently it has been recognized that inflexible treatment 
models contribute to this problem, and that a definitive goal of psychosocial treatment 
should be motivation enhancement (Rappaport as cited in Thombs, 2006). 
Motivational Interviewing (MI), also known as motivational enhancement therapy 
(MET), was developed by William Miller, Stephen Rollnick, and colleagues, to work 
with individuals with SUDs who are ambivalent about change (Thombs, 2006).  MI is an 
empirically validated therapeutic approach (Moyers, 2003) designed to increase client 
motivation and readiness to change, and is based in part on the Transtheoretical Model of 
stages-of-change (Miller, Zweben, DiClemente, & Rychtarik, 1992; Moyers, 2003; 
Rollnick & Morgan, 1995; Ruiz, Strain, & Langrod, 2007; Thombs 2006).  MI is 
designed to help move clients from earlier stages of precontemplation and contemplation 
to later stages of change, such as, preparation and action, by increasing their motivation, 
commitment, and readiness for change (DiClemente, 2003; Ruiz, Strain, & Langrod, 
2007; Thombs, 2006).  An important goal of MI is to avoid evoking resistance from the 
client.  Therefore, it is the way in which a clinician responds to resistant behaviors that is 
one of the defining characteristics of MI (Miller et al., 1992). Additionally, one important 
strategy of MI is to elicit self-motivational statements from the client (Miller et al., 1992).  
Therefore, MI is effective when the client gives reasons for desiring change, rather than 
the clinician (Thombs, 2006).  
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Integrated Approach 
In their book, Treating Alcohol and Drug Problems in Psychotherapy Practice: 
Doing What Works, the authors, Washton & Zweben (2006) among others (Kaufman, 
1994; Margolis & Zweben 1998; Shaffer & Gambino, 1990) address the controversy over 
which may be the “best” treatment model by defending their belief in the utilization of an 
“integrated” approach.  The approach is integrated in the sense that it does not strictly 
adhere to any one model or method of treatment but draws from multiple models and 
encourages practitioners to be flexible and creative in treating SUDs.  It blends together 
aspects of varying treatment approaches, including 12-step oriented addiction counseling, 
supportive psychotherapy, cognitive-behavioral therapy, client-centered therapy, 
psychodynamic insight-oriented therapy, motivation enhancement therapy, harm 
reduction therapy, psychoeducation, and pharacotherapy in order to meet the individual 
and changing needs of clients at different stages of treatment (Washton & Zweben, 2006, 
p. 73).   
The concept of an integrated approach to the treatment of SUDs is reported to 
have come about during the 1990’s.  Thombs (2006) discusses the use of such an 
approach particularly with clients who have co-occurring disorders, where traditionally it 
was common practice to treat one disorder such as, SUDs, and then the other for 
example, depression, anxiety, schizophrenia, etc., this is no longer seen as adequate.  It is 
now understood that treatment should be integrated into a comprehensive program 
designed to address multiple disorders and issues faced by the clients (Thombs, 2006; 
Washton & Zweben, 2006).   
50 
A fundamental characteristic of the integrated approach is its pervasive emphasis 
on the therapeutic relationship between client and therapist.  While most studies prove the 
effectiveness of a wide variety of treatment approaches, “no one approach has shown 
itself to be superior to all others” (Washton & Zweben, 2006, p. xx).  However, the 
therapist’s attitude does appear to have a direct and substantial positive impact on 
treatment outcome.  “Therapists whose style is engaging, respectful, curious, empathetic, 
nonjudgmental, nonaggressive, optimistic, and encouraging tend to produce better patient 
retention and outcomes” (Washton & Zweben, 2006, p. xx).  Thombs (2006) additionally 
noted that an important feature of an integrated treatment approach be that clinical staff 
member be trained to treat both substance abuse and other mental health disorders.  In a 
study conducted by Grella & Stein (2006), the authors found that individuals treated in 
programs that provided more comprehensive services including treatment for co-
occurring disorders, subsequently had “higher rates of utilizing mental health services 
over six months and, in turn, showed significantly greater improvements in psychological 
functioning” (p.1007).  
In Washton and Zweben’s (2006) explanation of an integrated model they 
propose dividing the treatment of SUDs into flexible phases.  These phases are not linear; 
clients may enter treatment at different phases and move through them at different rates 
as well as back and forth between phases and may be in more than one phase at a time.  
The phases are briefly summarized as: 1. Assessment:  In this phase, the primary task is 
to engage the client in a therapeutic relationship and perform a multidimensional 
assessment of the client’s substance use and related issues.  2. Individualized Goal 
Setting and Treatment Planning:  Individualized goals and collaborating with the client to 
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create a treatment plan are used to match treatment interventions to the client’s level of 
motivation and readiness for change, utilizing the stages-of-change model.  3. Taking 
Action:  Changing substance use behavior and reaching initial treatment goals are the 
focus of this phase.  Additionally, other presenting problems and ongoing issues are also 
addressed.  4. Preventing Relapse:  This phase focuses on maintaining positive gains and 
preventing relapse utilizing a wide range of prevention strategies.  Throughout these 
treatment phases, clinicians aim to focus on the appropriate timing of psychotherapeutic 
interventions.  Timing is unique and specific for each client.  Some clients may feel the 
need to begin addressing some of their psychological issues, such as poor self-esteem, 
relationship issues, and failures, that they feel are connected to their substance use.  Yet, 
other clients may initially only be focused on changing a substance use behavior whether 
or not they are aware of other psychological factors that may be present (Washton & 
Zweben, 2006).   
 
Substance Use Disorders in Women and Mothers 
Epidemiology and Historical Factors 
Substance use disorders, including alcoholism have, historically, been considered 
a problem of men (Blumenthal, 1998; Blume & Zilberman, 2005; Grella & Greenwell, 
2004; NIDA, 1998).  Early research studies were focused mainly on men, perpetuating 
the belief that this was an exclusively male problem because of the significantly higher 
rates of substance use among men compared with reported incidences of substance use 
amongst women (Grella & Greenwell, 2004; NIDA, 1998).  However, there is significant 
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historical evidence that contradicts this belief and shows that “American women have 
suffered with substance abuse problems for centuries” (Blumenthal, 1998, p.13).   
In the mid-1800s, 60 to 75 % of opium-morphine addicts were women 
(Cartwright, 1982 as cited in Blumenthal, 1998).  Due to this staggering rate, women 
represented a majority of America’s PSUD population during the 19th century.  By the 
close of the 19th century, most of the reported “250,000 opiate addicts were white, 
middle- or upper-class housewives or socialites” (CASA, 2006, p.74).  The SUD 
population, during this time period, were sympathetically viewed as “white, genteel, 
Southern [women]” who began using drugs under the treatment of a physician and 
developed an addiction through no fault of their own (Kandall, 1998, p. 45).  Opium and 
morphine were often prescribed to women as a “cure all” for “conditions including, 
masturbation, violent hiccoughs, and such ‘feminine troubles’ as mourning sickness, 
nervousness, and nymphomania (CASA, 2006, p. 74).  Additionally, opiates were 
commonly prescribed for melancholia, irritability, lack of concentration, and worry and 
morphine was prescribed to women who were grief stricken and hopeless after losing a 
husband or son in the Civil War (CASA, 2006).  Obtaining these drugs was easy and use 
by both men and women was common, tolerated, and accepted (CASA, 2006; Kandall, 
1998). 
In the early 1900s, women with SUDs played a critical role in the nation’s ability 
to combat drug use.  Whereas earlier perceptions of the SUD population were that of the 
sympathetically viewed “genteel, Southern woman,” the new face of drug addiction was 
that of a poor, urban, minority male (CASA, 2006; Kandall, 1998).  Popular media and 
the government exploited this changing perception by using fact-based statistics, 
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“thousands of addicted women” and scare-tactics (threats to women posed by the 
perceived drug-addicted men of certain races) not to generate sympathy and promote 
treatment but to get anti-drug legislation passed (Kandall, 1998, p.45).  This perceived 
crisis was the driving force in the successful passage of Harrison Act of 1915, the first 
anti-drug legislation that called for the elimination of all non-medicinal narcotics.  The 
next crucial phase in fighting the “drug war” was the Supreme Court’s rulings on (1) 
Supreme Court v. Doremus; which ruled the Harrison Act was constitutional, and (2) 
Supreme Court v. Webb; which ruled that physicians could not prescribe narcotics for 
maintenance.  Consequently, there was a dramatic decline of women with SUDs due to 
the pressures created by Doremus and Webb, changes in the prescribing practices of 
physicians, and legislation (Kandall, 1998).  These pressures were a deterrent for women 
because they were reluctant to enter the “male-dominated drug underworld” and, thus, 
forced a number of women into self-withdrawal to avoid a reliance on the underworld, 
which meant “an increased likelihood of prostitution to support a drug habit” (Kandall, 
1998, p. 46-47).  Another option for women was drug treatment centers, which were 
created at the urging of the Internal Revenue Service following the Doremus and Webb 
decisions to help curb the “drug panic” that recently evolved (Kandall, 1998, p. 47), 
many of which were short-lived institutions.  Women often made up more than 25% of 
the total population of each clinic.  The origin of their SUDs documented as “medical 
reasons,” was unchanged from earlier female SUD statistics, which was evidenced by 
89% of the female population at a successful clinic in Louisiana (Kandall, 1998, p. 47). 
The Classic Era of repressive drug control, roughly 1914 – mid 1950s, saw a 
drastic decrease in women with SUDs to approximately 20% of the entire reported SUD 
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population and “harsh and punitive law enforcement efforts to stop the trafficking and 
use of drugs in America” (Kandall, 1998, p. 53).  As the focus of the drug epidemic 
shifted to drug control, the national mentality of PSUD also shifted from sympathy to 
disdain.  Popular perception associated drug addiction with crime, moreover sex and drug 
use were intimately bound through prostitution.  The medical community was becoming 
the less likely drug source for women.  As a result, “female addicts became increasingly 
interwoven with underworld drug life” and “lived almost totally dependent on men for 
their drugs” as they faced limited drug treatment options (Kandall, 1998, p. 55).  Women 
often had to resort to criminal activity in order to maintain their often medically initiated 
addiction while living lives of “social marginalization, degradation, and shame.”  
(Kandall, 1998, p. 48).  
It was an “atmosphere of permissiveness,” in the 1960s, that encouraged women 
to “experiment with nontraditional lifestyles,” this included experimentation with legal 
and illegal drugs (Kandall, 1998, p. 62).  About this time, the “World Health 
Organization started including psychoactive drugs in its definition of drug abuse, and 
large numbers of women in the United States found themselves officially labeled as 
addicts” (CASA, 2006, p. 78).  As the 1960s drew to a close, an estimated two-thirds of 
all psychoactive drug users were women (CASA, 2006).  The 1970s brought with it 
attention from researchers and policy makers as to the unique reasons women were using 
drugs and the significance of specific life stressors that contributed to female drug misuse 
(CASA, 2006).  Until this time, the need for gender-specific research was not brought to 
the forefront.  Previous approaches in recruitment practices that endorsed the frequent 
exclusion of women from clinical trials were not without legitimate reason (NIDA, 
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1998).  The potential health risks and consequent legal and ethical implications 
associated with utilizing women of child-bearing age in clinical trials had, seemingly, not 
outweighed the research benefits (NIDA, 1998).  During the 1980s, increasing reports 
focused public attention on cocaine/crack use among women and much of the media 
coverage sensationalized depictions of drug-using mothers (Grella & Greenwell, 2004; 
Mahan, 1996).  Concern regarding the public health and economic consequences of 
maternal substance use led to several policy initiatives.  In the late 1990s, changes in 
policies and law began to require the inclusion of women in clinical trials, necessitating 
the need to find a balance between policies that protect women as research participants 
and policies of inclusion (NIDA, 1998). 
“Although there has been improvement, gender bias in research remained evident 
throughout the 1990s” (Brett, Graham & Smythe as cited in Blume & Zilberman, 2005, 
p.438).  The early studies that included information about women often failed to analyze 
and report these data (Blume & Zilberman, 2005).  However, the 1990s was a time of 
significant gender-specific research and an explosion in research advances during this 
decade resulted in new findings that had greatly increased the understanding of addiction 
in women and illuminated “sex differences in the etiology, treatment, and prevention of 
these [addiction] disorders” (NIDA, 1998, p. 29).  At the same time, “health services 
research began to recognize those programs of risk reduction, prevention, treatment, and 
rehabilitation that work best for women” (NIDA, 1998, p. 29).  Moreover, health care 
service delivery and the education of public and health care professionals have played a 
crucial role in the growing focus on women’s health, specifically mental and addictive 
disorders (NIDA, 1998).  S. J. Blumenthal (1998) hypothesized that a new national focus 
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on women’s health and an increased investment in gender-specific research may bring 
“hope for improved detection, treatment, and prevention of addictive disorders in 
women” (NIDA, 1998, p. 29).  More specifically, Mactas (1998) called for an increase in 
the quantity and quality of data on the “1) epidemiology of SUD in women 2) health and 
socioeconomic cofactors, and 3) availability and use of treatment services by women, as 
well as research on the effectiveness of such programs” (p. 568).   
Current Views on Gender Differences in SUDs 
In an article from the International Journal of Social Welfare, author Jessica Palm 
quotes Y. Hirdman as saying “Women have generally gone from not being worth 
mentioning at all, to being seen as deviant men or less complete men, to be seen as a 
rather different category from men” (Palm, 2006, p. 1).  This acknowledgment of women 
as a considerable population of PSUD has shifted the focus of some research to include 
an analysis of the causes, barriers and treatment modalities of substance use disorders in 
women (Blume & Zilberman, 2005).  Current literature states that, as compared to men, 
women “differ in substance abuse etiology, disease progression, and access to treatment 
for substance abuse” (Ashley, Marsden & Brady, 2003, p. 19).  In comparison to men, it 
has been found that women appear to be more vulnerable to the effects of alcohol as seen 
by a more rapid progression of alcoholism.  Meaning, that from the onset of drinking, 
women enter into treatment sooner than men do, and that women experience earlier signs 
of alcohol-related health problems and psychosocial complications (Hernandez-Avila, 
Rounsaville, & Kranzler, 2004).  Additionally, this may be true in the case of other drug 
use as well.  “Although not conclusively demonstrated, several reports also suggest that 
drug-dependent women experience a greater vulnerability to the deleterious effects of 
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drugs and a faster progression of drug dependence” (Hernandez-Avila et al., 2004, p. 
265).   
According to the results from the 2007 National Survey on Drug Use and Health 
(NSDUH) as in prior years with regards to gender differences, “the rate of current illicit 
drug use among persons aged 12 or older was higher for males than for females (10.4 vs. 
5.8%, respectively).”  Males were found to be “about twice as likely as females to be past 
month marijuana users (8.0 vs. 3.8%)”; however, males and females had similar rates of 
past month use of tranquilizers, stimulants, methamphetamine, sedatives, and 
OxyContin® (SAMHSA, 2008, p. 23).  Specifically among youths aged 12 to 17 in 2007, 
males and females had similar rates of current use of illicit drugs, including: cocaine, 
crack, hallucinogens, and inhalants.  Rates also were similar for nonmedical use of 
prescription psychotherapeutic drugs and prescription pain relievers, as well as the use of 
alcohol (SAMHSA, 2008).  When it came to the rates of substance use in pregnant 
women, the 2007 NSDUH showed a slightly similar pattern with the younger population.  
In the combined 2006 - 2007 data, statistics show that the rate of current illicit drug use 
among pregnant women is significantly lower than non-pregnant women among those 
aged 18-25 (7.2% vs. 16.0%, respectively) and among those aged 26 to 44 (3.0% vs. 
6.5%).  However, among women aged 15 to 17, women who were pregnant had a higher 
rate of use (22.6%) than those who were not pregnant (13.3%) (SAMHSA, 2008, p. 24).  
These statistics highlight the need for prevention and intervention programs aimed at 
high-risk populations as well as treatment programs fit to meet their specific needs and 
the needs of their children.  
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In the book, Women Under the Influence, written by the National Center on 
Addiction and Substance Abuse at Columbia University (CASA), it was reported that 
“some 6 million girls and women abuse or are addicted to alcohol, 15 million use illicit 
drugs and misuse prescription drugs, and 32 million smoke cigarettes” and that “92% of 
women in need of treatment for alcohol and drug problems do not receive it.  Stigma, 
shame, and ignorance hide the scope of the problem and the severity of the 
consequences” (CASA, 2006, p. vii).  While there are more studies dedicated to women 
with SUDs than ever before, it is difficult for researchers to obtain accurate data because 
women are less likely to report drug use because of a fear of any number of 
repercussions.  “In general, men are more likely to report any use of psychoactive 
substances, including alcohol and nicotine” (Blume & Zilberman, 2005, p. 438).  An 
enormous limitation in presenting historical and statistical data regarding the number of 
women with substance use disorders is related to the concealment of substance use by 
women from friends and family (Kandall, 1998, p. 35).  Unfortunately, this is still the 
major limitation in the reporting of accurate statistics today. 
Psychosocial, Physiological, and Psychological  
Problems Facing Women with SUDs 
Social and Environmental Factors 
 Social and environmental factors are significant in the etiology of SUDs in 
women (Ashley, Marsden, & Brady, 2003; Blume & Zilberman, 2005; CASA, 2006; 
Ruiz, Strain, & Langrod, 2007).  Blume & Zilberman (2005) define sociocultural 
influences as including: 
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General cultural and subcultural norms for alcohol, tobacco, and other drug use; 
culturally based attitudes and beliefs about such use (including popular media 
stereotypes of users and abusers); peer pressure; prescription practices; laws 
regulating availability and use; and the economics of supply, demand, price, and 
disposable income (p. 444). 
These sociocultural influences are different for men and women.  Stigma, labeling, 
denial, guilt and shame are later discussed as barriers to SUD treatment, but also are 
considered environmental factors in the etiology and perpetuation of SUDs.  There is a 
strong relationship between persons exposed to certain social stresses and subgroups that 
experience high stress levels, such as homeless women with SUDs.  There are also 
studies that have found that women are initially drawn into substance use by a male 
partner or by exposure to heavy drug or alcohol use in their upbringing (Ashley, 
Marsden, & Brady, 2003; Ruiz, Strain, & Langrod, 2007).   
Physiological: Genetic and Biological Factors Effecting Women 
 Studies found that, regarding women, environmental factors are more prevalent in 
the etiology of substance use than genetic factors.  There is some evidence that suggested 
“genetic influences are stronger for males than females” (Blume & Zilberman, 2005, p. 
442).  Ruiz, Strain, and Langrod (2007) described a series of twin studies that 
investigated the “contributions of genetic and environmental influences to substance use 
disorders across genders” (p. 429).  The studies found that for substance use and 
dependence, genetic influences are greater for males than females with SUDs; however, 
environmental factors are greater for women than men.  Based on the study, the estimated 
heritability of SUDs was 33% for men and 11% for women (Ruiz et al., 2007, p.429).  
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However, CASA (2006) suggested, based on twin and adoption studies, that when it 
comes to determining whether substance use will develop into “abuse and addiction,” 
genetic and biological factors appear to have more influence than environmental factors.  
Thus, “understanding the role of genetics and biology is critical to informing prevention 
and treatment” (CASA, 2006, p. 5). 
 Based on the biology of women, in comparison to men, it has been found that 
women are “more vulnerable to the toxic effects of alcohol manifested by a more rapid 
progression” towards dependence (Hernandez-Avila et al., 2004, p. 266).  This rapid 
progression for women has also been noted in the use of other drugs, although not 
conclusively demonstrated.  Similarly, in comparison to men, women may have a 
“greater subjective response to cocaine and amphetamine use,” particularly during the 
“follicular phase of the menstrual cycle” (Hernandez-Avila et al., 2004, p. 266).  It 
appears that women tend to become more quickly addicted to cocaine and heroine, have 
fewer years of use, and enter into treatment sooner than men do.  However, despite their 
“briefer drug use careers” women at treatment entry show “comparable or greater 
severity of drug addiction and greater severity of medical problems” (Hernandez-Avila et 
al., 2004, p. 266).   
 Additionally, CASA (2006) discussed puberty and older age as biologic changes 
that effect a female’s risk for substance use.  It has been found that “girls who experience 
early puberty are at increased risk of engaging in substance use earlier, more often, and in 
greater quantities than their peers whose physical maturity occurs later” (CASA, 2006, p. 
6).  This finding is based on biological and environmental factors, however one 
biological understanding points to the higher levels of testosterone in young adult 
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females.  Furthermore, young females that mature early have a tendency to socialize with 
older, more risk-taking peers, especially boys, as well as use substances to cope with the 
physiological and emotional stress related to puberty (CASA, 2006).   
As women age and enter into older adulthood, “physical tolerance for alcohol and 
drugs declines…because the amount of lean body mass (muscle and bone) and water in 
women’s bodies decreases with age as the amount of fat increases” (CASA, 2006, p. 6).  
Additionally, a slower metabolism (caused by aging and associated reduced liver and 
kidney function) keeps drugs and alcohol in the system longer and therefore, less is 
needed for the same effect (CASA, 2006).  These changes may surprise older women 
when what they once used to be able to tolerate now may be dangerous and abusive. 
Psychological Factors  
 Psychiatric disorders and SUDs are closely associated in women.  According to 
the 2002 SAMHSA national survey “nearly 2 million adult women in the United States 
(approximately 2%) are estimated to have a serious mental illness and substance use 
disorder – the rate is similar among adult men” (SAMHSA as cited in CASA, 2006, p. 7).  
Ruiz et al. (2007) state that excluding comorbid alcohol use disorders, research 
documents that “rates of psychiatric comorbidity are higher among women than men with 
drug use disorders” (p. 429) and that comorbid mood and anxiety disorder rates are also 
higher in women than in men (Blume & Zilberman, 2005; Ruiz et al., 2007).   
In their review of the literature, Ashley, Marsden, & Brady (2003) summarized that,  
Women substance abusers are more likely than men to have poor self-concepts 
(low-self esteem, guilt, self-blame) and high rates of mental health problems, such 
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as depression, anxiety, bipolar affective disorder, suicidal ideation, psychosexual 
disorders, eating disorders, and posttraumatic stress disorder (p. 21). 
The co-occurrence of major depressive disorder has been linked to alcoholism in 
women at higher rates than that of men, particularly with depression as the primary 
disorder.  For men, alcoholism tended to be the primary disorder.  Blume and Zilberman 
(2005) address this issue of which disorder occurred first, in their review of data from the 
general population as well as inpatient alcoholism treatment population, they found that 
“among adults with lifetime diagnoses of both alcohol abuse/ dependence and major 
depression, depression was primary in 66% of the women compared to only 22% of men” 
(p. 443).  Additionally, the authors found that longitudinal survey results also tended to 
“support a relationship between earlier reports of depression and later increases on 
alcohol use or chronicity of alcohol problems” (Blume and Zilberman, 2005, p. 444).  
This suggests some link between primary depression and secondary alcoholism in 
women, which is important to discern when working with clients as their specific 
treatment needs will differ.   
 In addition to depression and alcoholism, many studies have indicated a 
significant correlation between severe traumatic events, such as physical and sexual 
abuse, and SUDs in women (CASA, 2006, Cohen & Hien, 2006; Hien, Cohen, & 
Campbell, 2005; Kilpatrick, Resnick, Saunders, & Best, 1998).  Although not limited to 
such types of abuse, the link between physical and sexual abuse and the use of alcohol 
and other substances is “quite well recognized” (Vaddiparti, Bogetto, Callahan, Abdallah, 
Spitznagel, & Cottler, 2006, p. 452).   
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Many researchers emphasize that SUDs are more prevalent in women with a 
“history of criminal victimization” (Kilpatrick, Resnick, Saunders, & Best, 1998, p. 285).  
And that “as many as 80 percent of the women seeking treatment for substance use 
disorders report a lifetime history of sexual assault, physical assault, or both” (Cohen & 
Hien, 2006, p. 100).  Another source estimates the percentage of women with SUDs who 
have reported a lifetime history of physical and/or sexual abuse ranging between “55% to 
99%, depending on the population studied and the method of data collection” (Najavits, 
Weiss, & Shaw as cited in Markoff, Reed, Fallot, Elliot, & Bjelajac, 2005, p. 525).  Such 
staggering statistics are only worsened by the fact that this history of violence includes 
“physical and sexual abuse as children, and rape and domestic violence as adults” 
(Markoff et al., 2005, p. 525).  Simpson & Miller reported that women with substance use 
disorders were “nearly two times more likely than women without to report childhood 
sexual abuse” (as cited in Vaddiparti, Bogetto, Callahan, Abdallah, Spitznagel, & Cottler, 
2006, p. 452). 
 There is what Kilpatrick, Resnick, Saunders, & Best (1998) referred to a pattern 
representing a “vicious circle” (p. 286).  This pattern involves a history of traumatic 
experiences (including victimization, physical abuse, sexual abuse or any violence) 
preceding and acting as a significant risk factor in the initial development of an SUD 
(Hien, Cohen, & Campbell, 2005; Kilpatrick et al., 1998; Vaddiparti, Bogetto, Callahan, 
Abdallah, Spitznagel & Cottler, 2006).  However, there is also research that suggests that, 
while trauma may have caused an SUD in a woman, the effects of having an SUD may 
also cause subsequent increased sexual risk or victimization (Kilpatrick et al., 1998; 
Vaddiparti et al., 2006).  Walton-Moss & McCaul (2006) spoke to this dilemma by 
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reflecting that the “nature of [their] analysis cannot disentangle which life event came 
first, substance abuse or violence” (p. 251). 
 Substantial evidence exists that suggests that traumatic life events, especially 
violent physical and/or sexual assaults can produce Post-Traumatic Stress Disorder 
(“PTSD”) in the victim (Kilpatrick, Resnick, Saunders, & Best, 1998).  As noted in 
recent reviews of literature, a dual-diagnosis of SUDs and PTSD is particularly common 
in female trauma survivors (Ullman, Filipas, Townsend, & Starzynski, 2005).  The 
majority of women with a dual-diagnosis of an SUD and PTSD are not only victims of 
childhood abuse but are also more vulnerable to repeated interpersonal traumas in 
adulthood (Cohen & Hien, 2006; Hien, Cohen & Campbell, 2005).  Kilpatrick, Resnick, 
Saunders, & Best (1998) reported their findings of an analysis evaluating patterns of 
substance use and patterns of violent assault history and PTSD among a subset of 70 
women who had received treatment for an SUD.  They found that only 16% did not have 
a history of violence or PTSD.  Conversely, 73% had a history of rape or aggravated 
assault, 44% had a history of PTSD, and one-third had a history of violent assault and 
PTSD (Kilpatrick et al., 1998, p. 302). 
 While women with SUDs may have initially used substances because of the 
trauma they experienced, they may continue their SUD as a way to cope with the 
symptoms of the trauma, as in the self-medication hypothesis.  Many victims of trauma 
use substances as a way to “block out memories,” “reduce panic and fear,” (Hien, Cohen, 
Campbell, 2005, p. 816) cope with “feelings of isolation and loneliness,” (CASA, 2006, 
p. 10) cope with “abusive relationships” and/or “other life stressors” (Hser & Niv, 2006, 
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p. 432).  Ehrim (2002) explained self-medication as it is used by women with SUDs 
experiencing the negative emotional effects of past trauma(s).  He stated, 
Some have resorted to the use of alcohol and drugs in an effort to self-medicate 
and to numb the overwhelming emotional pain, feelings of guilt and shame, and 
negative beliefs about the self that frequently accompany such experiences 
(Ehrim, 2002, p. 780). 
Victims suffering from PTSD may also use substances to “reduce re-experiencing and 
intrusive symptoms of PTSD” (Ullman, et al., 2005, p. 610).  This substance use is a 
coping mechanism that may “dampen trauma symptoms” but is just a temporary relief of 
the symptoms and could result in chronic PTSD and/or an SUD (Ullman et al., 2005, p. 
610).   
Barriers for Women to SUD Treatment 
 Although, there are some factors that encourage treatment enrollment for women 
with SUDs, most women with SUDs face almost insurmountable obstacles and barriers to 
obtaining needed substance use treatment.  Most barriers to treatment relate to such 
factors as stigma and labeling, sometimes leading to denial, based on society’s view of 
women/mothers with SUDs, shame and guilt on the part of the women/mothers, fear of 
losing custody of children if they enter a treatment program, increased family 
responsibilities with a lack of family support, and accessibility to appropriate/necessary 
services and treatment for women with SUDs (Blume & Zilberman, 2005; Ruiz et al., 
2007; Wright, 2002).   
 In the reviewed literature, any study that addressed the barriers to treatment for 
women with SUDs indicated “stigma,” “social stigma” and/or “labeling” as playing a role 
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in deterring women from receiving needed SUD treatment (Ashley, Marsden, & Brady, 
2003; Blume & Zilberman, 2005; Roberts & Nishimoto, 2006; Ruiz, et al, 2007; Wright, 
2002).  Women with SUDs are subjected to less social acceptability and increased stigma 
related to their SUD than their male counterparts (Roberts & Nishimoto, 2006; Wright, 
2002).  It is not only the substance use that causes women with SUDs to be labeled by 
society as “deviants,” but also that these women have breached “society’s definition of 
feminine behavior” (Wright, 2002, p. 19).  Moreover, if the women are mothers, the 
stigma attached to the SUD is substantially more punitive.  Wright (2002) stated, “the 
social stigma of being a female drug user may deter women from seeking help, 
particularly for drug-using mothers who fear professional intervention in their children’s 
welfare” (p. 21).  The negative attitudes toward mothers with SUDs that have been 
incited by the press, the law, and the public have had “wide-reaching and long-lasting” 
effects; the most significant may be the reluctance of such mothers in obtaining proper 
medical treatment, which can only “add to the health risks for their children and for 
themselves” (Klee, 2002, p. 5).   
 A significant byproduct of stigma and labeling faced by women with SUDs 
therefore is denial on the personal, family and societal fronts (Blume & Zilberman, 2005, 
p. 445).  Blume & Zilberman (2005) elaborated by stating that: 
A woman in the early stages of alcohol/ drug dependence, accepting the cultural 
stereotype, denies that she may have a problem (“I’m not like that!”).  Families 
also deny that the difficulty with their mother, daughter, sister, or wife could be 
alcoholism or addiction (“She’s not like that!”).  Physicians and other health 
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professionals often fail to diagnose alcoholism in patients who do not resemble 
social stereotypes (p. 445).   
The stigma, labeling and sometimes resulting denial associated with women, especially 
mothers, with SUDs cause extreme feelings of shame and guilt, and act as significant 
barriers in accessing appropriate treatment for their SUD (Ashley, Marsden, & Brady, 
2003).  Blume & Zilberman (2005) found that “as the disease progresses in addicted 
women, intense guilt and shame often drive the sufferer into hiding” and prevents them 
from obtaining much needed SUD treatment (p. 445).   
 In addition to the guilt they experience regarding their parenting, mothers with 
SUDs also have serious concerns about retaining custody of their children if they do enter 
a treatment program (Kaskutas, Zhang, French, & Witbrodt, 2005).  The fear of losing 
custody of their child(ren) often prevents mothers with SUDs from receiving treatment.  
Klee (2002) asserted, “the possible removal of children is a powerful sanction that is 
feared by many drug-using parents, induces deception and concealment and underlies 
their reluctance to seek help” (p. 10).  In the interest of the children involved, the desired 
course of action for mothers with SUDs is to receive adequate treatment as studies show 
that substance use has both direct and indirect effects on parenting (Kerwin, 2005).  
Kerwin (2005) described these effects and found that “activities associated with a 
lifestyle of drug use (e.g., seeking out drugs, stealing, and prostitution) may impede a 
mother’s ability to provide adequate parenting” (p. 582).  Kerwin (2005) also found that 
it is a concern for their child(ren)’s well-being that motivates some parents to seek SUD 
treatment.  Klee (2002) called for an approach that assures such parents that they will be 
supported rather than punished (p.10).  Moreover, if mothers with SUDs felt that their 
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efforts to access treatment would be supported rather than punished, fear of losing 
custody of their children may become a motivator instead of a barrier to ambivalent 
mothers contemplating entering an SUD treatment program. 
 Other obstacles to women entering SUD treatment are family responsibilities and 
lack of family support.  Women with SUDs, especially those who are mothers, are often 
burdened with a “disproportionate share of family responsibilities” (Fendrich, Hubbell, & 
Lurigio, 2006, p. 668) and the “pressures of negotiating multiple responsibilities” 
(Wright, 2002, p. 21).  Some family responsibilities include caring for child(ren), aging 
parents, and/or a drug-using partner, and working to financially support her family.  
While women with SUDs may have more family responsibilities than men with SUDs, 
they receive “significantly less family support for seeking alcohol/ drug treatment than 
men” (Wright, 2002, p. 21).  Wright (2002) concluded that this is probably related to the 
higher likelihood that a woman with an SUD has a drug-using partner who may 
discourage her from entering a treatment program as it may threaten the future of their 
relationship (p. 21).  Combine these many familial responsibilities with a lack of family 
support and these women are facing formidable barriers to accessing an appropriate 
treatment program (Fendrich, Hubbell, & Lurigio, 2006). 
 Often it is the treatment program itself, which acts as a barrier to women 
accessing the SUD treatment they need.  Most women with SUDs need not only the 
availability of SUD treatment but also access to ancillary services that will engage and 
retain such women after they have entered treatment (Ashley, Marsden, & Brady, 2003).  
Lack of support services specifically addressing women’s needs, can prevent women 
from accessing SUD treatment (Wright, 2002).  Such support services are transportation 
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to and from treatment facility for mother and children, provisions for childcare while 
mother is in treatment, assistance in financing treatment, and services that address and 
assist in legal, medical, mental health and other problems (Ashley, Marsden, & Brady, 
2003; Hser & Niv, 2006; Wright, 2002). 
Women in SUD Treatment 
The earliest screening tools, initial treatment methods, and programs were 
designed specifically for men and “it was not unusual for women suffering from 
addictive disorders to be housed on general psychiatric wards, while men were in special 
units” (Blume & Zilberman, 2005, p.437).  After women were viewed as a population 
with SUDs, the “male-oriented treatment models, like the so-called boot camps for 
addicts in the criminal justice program, were ‘adapted’ for women simply by “subjecting 
them to the same program, including masculine clothing and haircuts” (Blume & 
Zilberman, 2005, p. 437).  A small program was developed by NIDA in the early 1970s 
to address the dilemma of substance abuse treatment for women (Ashley, Marsden & 
Brady, 2003).  Further attention was given to SUD women when, in the 1980s the crack 
cocaine epidemic brought to light not only the crack addicted women, but especially their 
children (Ashley, Marsden & Brady, 2003).  In 1988, funding for the Anti-Drug Abuse 
Act sparked national interest in women’s treatment services.  This act mandated that 10% 
of the appropriated funds be set aside for “grants to public, private and not-for-profit 
entities to fund demonstration programs for substance-abusing pregnant and post-partum 
women and their infants” (Ashley, Marsden & Brady, 2003, p. 20). 
It was apparent that there was a great need for “substance abuse treatment 
specifically designed for women’s distinctive needs and [to] reduce barriers to their 
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receiving and remaining in treatment” (Ashley, Marsden & Brady, 2003, p. 19-20).  
When treatment services for women are enhanced by a variety of social services such as 
childcare, transportation, housing, and vocational training, the outcomes are enhanced for 
women with SUDs (Fendrich, Hubbell & Lurigio, 2006).  
Hser & Niv (2006) noted “women-only (WO) programs are more likely than 
mixed-gender (MG) programs to offer special services such as child care and prenatal 
and postpartum care for pregnant women” (p. 432).  Women-only programs also provide 
what is often viewed as a “safer” and more comfortable treatment environment for 
vulnerable women, such as pregnant women, and victims of abuse, to address sensitive 
and painful issues, for example: experiences of physical or sexual violence, sexuality 
issues, body image issues, histories of prostitution, and not feel judged (Ashley et al., 
2003; Klee, 2002).  Additionally, in women-only programs, treatment modalities often 
include, a nurturing and supportive group therapy environment, treatment geared toward 
increasing and strengthening self-efficacy and empowerment, emphasizing self-worth, 
and addressing the multiple roles of women, such as, mother, partner, daughter, friend 
(Ashley et al., 2003; Grella & Greenwell, 2004; Washington & Moxley, 2003).  
Furthermore, Markoff et al. (2005) discussed the use of “trauma-informed alcohol and 
other drug and mental health services for women” to provide an integrated 
service/program for women, acknowledging that this requires changes from an agency 
level down to every staff person will need to be made.  Clinical staff, in addition to 
knowledge about SUDs, needs “substantial and repeated cross-training” about violence 
and trauma, mental illness, and SUDs and how they interact through the phases of the 
recovery process as well as ongoing supervision (Markoff et al., 2005, p. 537).   
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Although women in women-only treatment programs tended to report more 
psychosocial problems (Ashley, Marsden, & Brady, 2003; Fendrich, Hubbell, & Lurigio, 
2006; Grella & Greenwell, 2004; Hser & Niv, 2006), and had fewer resources (Grella & 
Greenwell, 2004) they have also been found to spend more time in treatment and were 
“more than twice as likely to complete treatment” than were women in mixed-gender 
treatment programs (Ashley et al., 2003, p. 38).  By combining SUD treatment with 
additional services focused on psychological, psychosocial, and physical health issues of 
women, including: mental health issues, employment and housing, pregnancy and 
parenting, history of trauma and victimization, current domestic violence, relationship 
issues, family/home life stressors, childcare, and legal concerns, the treatment program 
takes a holistic approach which may improve group treatment enrollment, involvement 
and retention which may lead to longer periods of sobriety (Grella & Greenwell, 2004). 
Fendrich, Hubbell, & Lurigio (2006) found the following to be reasons why 
women differ from men in their substance abuse treatment needs.  Women who are 
substance abusers are more likely than men to report histories of physical, emotional, and 
sexual abuse.  Women with SUDs also have higher rates of co-occurring psychiatric 
disorders for instance, mood and anxiety disorders.  Such disorders can exacerbate the 
symptoms of SUDs and greatly impede women’s progress in substance use disorders 
treatment programs (Fendrich et al., 2006).  Fendrich, Hubbell, and Lurigio (2006) also 
felt that women and men may face different challenges in treatment for substance use 
disorders and that they also have different motivations for using substances.  Women’s 
motivations may be “more socially embedded” and, as a result, Fendrich et al. (2006) 
suggested that women might be more likely to “benefit from cognitive-behavioral 
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approaches [as an example] than from traditional 12-step approaches” (p. 680).  Grella 
and Greenwell (2004) reported that specialized treatment services and programs for 
women “usually employ ‘empowerment’ and supportive approaches to treatment, rather 
than confrontational approaches” (p. 368) typically associated with the traditional 12-step 
model. 
In 2004, Grella & Greenwell conducted an analysis to examine the changes in the 
proportion of women treated in different types of drug treatment facilities and the 
services provided by these facilities.  National surveys of treatment providers completed 
from 1987 through 1998 were analyzed and the results were as follows: 
Overall, there were gradual increases in the proportion of women clients across 
treatment facilities and greater concentrations of women in more intensive 
treatment modalities.  The provision of childcare increased over time, particularly 
in programs with only-women clients.  Treatment facilities in which there were 
higher proportions of women generally had higher rates of providing services 
related to pregnancy, parenting, and domestic violence. (Grella & Greenwell, 
2004, p. 367). 
The overhaul in social policies regarding women’s health issues that took place over the 
last twenty years has significantly increased the provision of substance use services for 
women.  Consequently, these funding and policy initiatives have not only led to increased 
availability of treatment services for women but, have also enabled researchers and 
evaluators to study gender-specific treatment processes and outcomes (Grella & 
Greenwell, 2004). 
73 
 There has been a significant increase in studies dedicated to researching women-
only treatment programs and many of those studies stress the need for special services 
particularly when it comes to pregnant women and mothers.  Wright (2002) recognizes 
that “common male-oriented treatment provision focuses too heavily on individualistic 
factors, ignoring the more social aspects of female drug use” for example, the influence 
of a drug-using partner, childcare responsibilities, and the experience of sexual or 
physical abuse (p. 26).  Additionally, since women are a minority in SUD treatment their 
needs are often seen as additional to “standard” service provision.  Women frequently 
accept that treatment programs and services cannot adapt services to their needs, and 
therefore women either do not seek treatment or stop going to treatment when their needs 
are not met (Klee, 2002).  Treatment programs need to provide services to eliminate the 
barriers for women to enter into treatment and once the women are receiving treatment 
they need to continue to meet their service needs by utilizing an integrated, holistic 
supportive approach (Klee, 2002). 
 
Art Therapy Overview 
 According to the American Art Therapy Association,  
Art therapy is a mental health profession that uses the creative process of art 
making to improve and enhance the physical, mental and emotional well-being of 
individuals of all ages.  It is based on the belief that the creative process involved 
in artistic self-expression helps people to resolve conflicts and problems, develop 
interpersonal skills, manage behavior, reduce stress, increase self-esteem and self-
awareness, and achieve insight (AATA, 2009).  
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Furthermore, art therapy as a treatment modality allows for the expression of unconscious 
and conscious thoughts, feelings, sensations, fantasies, struggles, and experiences through 
the creation of symbolic images, which represent the inner life of the client.  The visual 
images, in conjunction with the creative process that was used to make them, function as 
a form of pictorial communication between the client and clinician (Cooper & Milton, 
2003).  Through a process of observing, reacting and responding to their creative images 
within their artwork, clients are then able to explore relationships between their thoughts, 
feelings and actions.  Therefore, the complete art process, from initiating creation to 
reviewing the end result, assists the client in developing the ability to review these 
relationships within the therapeutic session and translate them into his or her life and 
functioning outside of the session, resulting in greater awareness and more adaptive 
functioning (Cooper & Milton, 2003).   
Historical Findings in the Art Therapy Literature on Treatment of SUDs 
For more than 50 years, art therapists have argued the therapeutic benefits of 
employing art therapy in the treatment of individuals with substance use disorders 
(SUDs).  According to Virshup (1985) and the available literature, art therapy and 
substance abuse literature began in 1953 when Ulman wrote about utilizing art therapy 
with an outpatient alcoholic group which she “structured as a ‘class’ with technical 
criticism, aesthetic suggestions and exercises” (Ulman, as cited in Virshup, 1985). 
In the journal article, “Art Therapy with Substance Abusers: A Review of the 
Literature,” Moore (1983) reviewed approximately 20 books and articles written between 
1953 and 1982.  Although her study is now more than 25 years old, it appears to be a 
comprehensive source on historic and preliminary views of art therapy as treatment for 
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SUDs, many of which have gone unchanged over the years.  In her study, Moore 
examined the problems of persons with substance use disorders (PSUDs) addressed in art 
therapy, characteristics of artwork by PSUDs, and the art therapists’ roles and treatment 
styles, as well as special techniques, goals and outcomes of art therapy within this 
population.  Moore found a wide range of philosophical orientations in the treatment of 
substance use by art therapists in a variety of treatment settings.  She also consistently 
found that the authors judged that their clinical art therapy work was “therapeutically 
effective”; however, there were no research studies that offered statistical evidence to 
support these claims.  The findings were anecdotal, based on clinical impressions and had 
not been empirically demonstrated in the literature (Moore, 1983).   
Furthermore, in a chapter from Art Therapy: A Handbook, Mahony & Waller 
(1992) reviewed both American and British literature on art therapy in the treatment of 
substance use.  In their work, they focused on and highlighted key theoretical issues 
throughout the reviewed literature regarding art therapy approaches and the treatment of 
SUDs.  Mahony and Waller (1992) examined Moore’s (1983) review in combination 
with the subsequent literature published since her study and expressed that they believed 
that the art therapist’s “counter-transference and a critical analysis of methodology are 
essential in therapeutic work” (p. 173) and that its absence within the literature displays a 
gap in the theory on art therapy with PSUDs.   
Characteristics of People with SUDs Addressed in Art Therapy 
Over the decades of research and treatment of SUDs, the art therapy literature has 
documented various characteristics commonly found in PSUDs.  Due to certain noted 
characteristics of people with SUDs, art therapy has been viewed as a particularly 
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appropriate treatment for them.  These characteristics as compiled by Moore (1983) 
include, “the tendency to avoid feelings (Devine, 1970; Harms, 1973; Head, 1975; 
Foulke, 1976), communication difficulties (Head, 1975; Foulke, 1976; Nucho, 1977; 
Kaplan, 1978), and the need for nonthreatening ways to express themselves (Harms, 
1973; Forrest, 1975; Foulke, 1976; Donnenberg, 1978; Virshup, 1978)” (p. 252).  Other 
characteristic problems that have been observed in people with substance use disorders, 
as studied and presented by Moore (1983), are: suspicion (Ulman; Wittenberg), 
dependency/autonomy ambivalence (Naumberg; Wittenberg; Forrest; Kaplan), low self-
esteem, (Ulman; Forrest; Foulke; Donnenberg; Virshup).  Virshup reported in 1978, 
“Most of the patients had no feelings of self-worth.  They felt that they had no control 
over their behavior, and they were helpless, frightened and frightening, even to 
themselves” (as cited in Moore, 1983, p. 252).  Additional issues found to trouble 
individuals with SUDs are loneliness, problems with control, identity issues, and fear 
(Moore, 1983).  Moore (1983) stresses the issues of low-self esteem and loneliness by 
referring to Foulk’s 1976 work, which suggests, “due to their extreme low self-esteem, 
addicts lead a lonely existence, unable to find the love and respect they so desperately 
need but feel they do not deserve” (p. 252).  Also noted by Moore (1983) were reports 
that some art therapist described sexual conflicts in persons with substance use disorders 
(Ulman; Forrest; Foulke; Virshup).   
In addition to what Moore found in her study, other authors further described 
intrinsic characteristics such as, internalization of anger (Albert-Puleo, 1980), overly 
controlled emotions, and insistence on self-sufficiency (Potocek & Wilder, 1989).  
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Further compounding these characterological issues is the presence of physical and 
psychological decline and consequent sense of loss (Potocek & Wilder, 1989).   
Shame 
 Shame has also been reported as a core issue found in the literature and said to be 
seen in all addicts and therefore it is a concept that is commonly addressed in SUD 
treatment programs (Cox and Price, 1990; Johnson, 1990; Wilson, 2003).  According to 
Johnson (1990), “the name of the disease [addiction] is shame” (p. 301).  Within the SUD 
field, feelings of “worthlessness, powerlessness and personal failure” often experienced 
by PSUDs, are all considered “shame based” (Wilson, 2003, p. 282).  Johnson (1990) 
explains, “Shame about our failures and imperfections and rejections began at such an 
early age that most of us are unaware that underlying our present suffering is a belief that 
there is something basically wrong with us” (p. 301).  It has been said that closely related 
to the experience of shame is the “mechanism of denial,” which has been considered to 
be a “primary symptom” of substance dependence (Wilson, 2003, p. 283).   
Denial 
Upon reviewing the available literature in both substance use disorders and art 
therapy, it has been noted that the term “denial” has been viewed and used in differing 
ways based on the theoretical understanding or approach taken by the author.  This 
disparity in the term and its use over the decades in SUD treatment and literature appears 
to cause some confusion especially when attempting to discuss the practice and theory 
behind art therapy and SUDs, yet it has not formally been addressed within the art 
therapy literature in treatment of SUDs.  However, within the SUD literature, Washton & 
Zweben (2006) addressed the issue of the theoretically different views between the 
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traditional disease model/12-step program philosophy and the psychotherapies such as a 
psychodynamic approach.  “Long standing ideological conflicts, such as use of ‘denial,’ 
have created a rift between the communities of mental health practitioners on the one 
hand, and mainstream addiction treatment providers and self-help programs on the other” 
(Washton & Zweben, 2006, p. 8).  In an effort to later clarify a conflict found within the 
art therapy literature, the term “denial” for purpose of this literature review will now be 
explained.  The following provides a brief delineation on how the term is viewed in 
traditional substance use treatment literature and current art therapy literature. 
Traditionally, as in the disease model of substance use treatment, “denial” was 
seen as a chemically dependent person’s resistance to treatment that needed to be 
confronted and “broken down” in order for the client to admit to having a problem and 
therefore engage in treatment (Thombs, 2006; Washton & Zweben, 2006).  Although this 
perception varies to a greater or lesser extent within the literature, it appears to have 
negative connotations, seeming to imply that denial may be a deceptive tactic employed 
to conceal the extent of one’s problem with substance use or an unwillingness to 
“surrender.”  Although the confrontational approach has been employed for decades and 
may work for some people with substance use disorders, Washton and Zweben (2006) 
illuminated the following concern over this approach: 
Traditional substance use treatment programs sometimes alienate patients in the 
early stages of addressing an alcohol or drug problem with their devotion to a 
rigid belief system and dogmatic stance that a 12-step AA-oriented approach, 
based on the disease model, is the one best method of recovery for everyone who 
comes through their doors.  Clients who do not accept this view and embrace this 
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approach immediately and without challenge are often confronted aggressively as 
being “in denial” (p.14).   
Those clients who do not accept a 12-step AA-oriented approach, nor find it helpful, may 
actually become more resistant due to the coercive strategies and may therefore reject 
treatment altogether (DiClemente, 2003; Thombs, 2006; Washton & Zweben, 2006).  
This occurs because the premature removal of a defense mechanism in anyone, not only 
SUD-affected individuals, will be met with resistance.  Therefore perhaps it is a 
misunderstanding in the community that is not psychologically oriented (N. Gerber, 
personal communication, July 31, 2009).  Furthermore, such treatment providers may 
categorically label clients as being “in denial” without considering of the clients’ possible 
ambivalence to treatment (Washton & Zweben, 2006). 
 Unlike this traditional 12-Step view, art therapy, with its roots in psychoanalytic/ 
psychodynamic understandings, recognize denial as an unconscious and essential 
psychological defense.  Denial is used to protect the ego of the individual from excessive 
frustrations and unacceptable and uncomfortable feelings, ideas, impulses, and fantasies.  
The client’s use of denial is important to assess and support within the context of the 
personality structure of the client (Landgarten, 1981; Naumburg, 1987; Rubin, 2001).   
Theoretical Perspectives & Orientations Used in Art Therapy Treatment of SUDs 
As the beginning of this literature review has shown, there are many methods and 
approaches based on differing theoretical orientations and concepts that have been and 
are currently being used in the treatment of persons with SUDs.  The art therapy literature 
appears similar to the SUD literature in the fact that there are those that base their 
approach strictly on that of the 12-Step model and those that may generally view the 12-
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Step model as a beneficial self-help tool however, utilize other theoretical concepts to 
underpin their practice.   
In their extensive reviews of the literature on art therapy in treatment with SUDs 
Moore (1983) and Mahony & Waller (1992, 1999) have noted that many art therapists 
appear to utilize the theoretical concepts of psychoanalytic/psychodynamic 
understandings to construct their rationale for the use of art therapy in treatment of 
PSUDs.  However, for several decades a majority of the research has offered little direct 
evidence of this understanding as informing their actual approach and practice as 
specifically seen in the structuring of the sessions and the role of the art therapist 
according to Mahony and Waller (1992).  In her review of art therapy literature in the 
treatment of SUDs, Moore (1983) concludes, “no uniform school of thought is evident in 
the theory and philosophy that guide art therapy treatment styles” (p. 255).   
It appears that art therapists have been somewhat conflicted between adapting to 
the 12-Step/disease model, due its overall popularity and presence in many treatment 
centers, or utilizing a psychotherapeutic approach such as psychodynamic art therapy, 
which may be more congruent with the origins and practice of art therapy.  Mahony and 
Waller (1992) describe their understanding of the disease model as being an illness or 
disease that the addicted person is suffering from and that which they need to “come to 
terms with and adjust to, rather than addiction being seen as a symptom of underlying 
emotional problems” (p. 176).  Along this theoretical understanding, art therapists have 
written about their uses of art therapy as a didactic tool, educating clients about the 
disease and teaching them how to manage its symptoms.  Additionally, it has been found 
throughout art therapy literature that in accordance with the confrontational approaches 
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of the 12-Step model, art therapist have employed the use of highly structured sessions 
and rigid interpretations of the images in artwork to confront denial and “break down” 
resistance to treatment (Allen, 1985; Chickerneo, 1993; Cox, & Price, 1990; Donnenberg, 
1978; Feen-Calligan, 1995, 1999; Forrest, 1975; Johnson, 1990; Julliard, 1995; Potocek 
& Wilder, 1989; Wilson, 2003).   
Donnenberg (as cited in Moore, 1983) conducted mural making within a drug-free 
therapeutic community were addictions were seen as a personality disorder.  She took a 
directive stance in how the art materials were used and in the group discussion of the 
required murals.  Donnenberg not only confronted her clients regarding issues revealed in 
their artwork, but she defended her interpretations if clients tried to “deny” them (as cited 
in Moore, 1983).   
Potocek and Wilder (1989) discussed the use of art/movement psychotherapy in 
the treatment of individuals with SUDs in an Alcoholics Anonymous (AA) based, 28-day 
inpatient program with men and women in accordance with the first four steps of AA 
recovery model.  The authors found the use of art/movement therapy to “reach beyond 
the inhibitions and emotional barriers” of the individuals with SUDs and that the 
“experiential nature of the groups contrasts with patients’ daily rigorous verbal program 
as a method for practicing the first four AA steps” (p. 100).  Using a technique employed 
to facilitate the clients’ sense of “powerlessness” over alcohol (step 1 in AA), the authors 
created “an atmosphere of hopelessness, isolation, and darkness.  This was done by 
simulating a bottomless pit” through a circular arrangement of chairs where individuals 
entered and drew on their hands and knees while listening to “despondent, self-absorbing 
music” (Potocek & Wilder, 1989, p.100).  The authors reported feelings that emerged 
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during this process, which included loneliness, anger, guilt, fear, anxiety, depression, and 
emptiness.  The authors assert that utilizing this task and others to interpret the Twelve 
Steps, will promote abstract thought processes and therefore lead to alternative behavioral 
options while concretizing and clarifying emotions (Potocek & Wilder, 1989). 
In an article by Cox and Price (1990) entitled, “Breaking Through,” the authors 
suggested strategies for group art therapy, such as “incident drawings” which are 
drawings that represent a specific event when a client experienced negative consequences 
related to substance use.  These drawings were suggested in order to break through the 
clients’ denial and increase awareness of their powerlessness over addiction and the 
unmanageability of their disease.  To further the concept of unmanageability, the authors 
chose to have their clients use the unstructured media of paint, which is harder to control.  
The authors emphasized that feelings of shame, guilt, and loss are closely associated with 
and tend to maintain denial.  They also asserted that in order for Step One interventions 
to be effective these feelings must be experienced and processed.   
These examples (Cox & Price, 1990; Donnenberg; Potocek & Wilder, 1989) and 
many others (Allen, 1985; Chickerneo, 1993; Feen-Calligan, 1995, 1999; Forrest, 1975; 
Johnson, 1990; Julliard, 1995; Wilson, 2003) illustrate the past use and reliance on the 
AA/12-Step model to direct the art therapist’s approach to treatment.  Additionally, 
Moore (1983) highlighted that in reviewing the literature for her study, a majority of the 
work only discussed structured tasks and did not focus as much on spontaneous image 
making.  She did note that Kaufman (1981) compared the need for structure to the need 
of ego strength in persons with SUDs but stressed that other authors did not justify or 
explain their use for such structured tasks other than stating it “can be an advantage” 
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(Moore, 1983, p. 257).  Later, Cooper and Milton (2003) also discussed the use of 
structure as deemed necessary for each client based on individual ego strength as a 
container for affective experiences as well as providing “structured boundaries to prevent 
regression” (p. 166).   
In a more recent article, Horay (2006) also concluded that a majority of the 
historical art therapy literature on SUD treatment revealed that art therapists were 
working within a “fixed adherence to the 12-Step model,” where the focus was on using 
art making to confront denial in PSUDs, and that there was an “implied sense of absolute 
transformation once the client admits powerlessness” (p. 15).  This can particularly be 
seen in programs where art therapy appears to have been adapted to “fit” into an existing 
facilities’ overall philosophical/methodological framework.  Therefore, initially it seems 
probable that art therapists were faced with the challenge of adopting and assimilating to 
the confrontational and rigid approach, including fostering powerlessness and breaking 
down resistance, and possibly coercion, inherent in the 12-Step model.  In Wilson’s 
(2003) brief review, the framework of the 12-step model was further supported by 
Chickerneo (1993) who argued that the visual nature of art, helped clients with SUDs 
clarify spiritual beliefs regarding a Higher Power as related to the AA’s 12-steps.  Due to 
the nature of art therapy’s flexibility and adaptability it seems understandable and logical 
that it had been utilized to enhance AA/12-Step programs; however more recent findings 
seem to question this methodology based on a lack of theoretical understandings and in 
combination with the progression and advancement of SUD treatment approaches and 
concepts. 
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 It should be noted that historically there were a handful of authors who wrote 
about their use of art therapy within other theoretical concepts unrelated to the 12-step 
model however; little recent literature utilizes these concepts in relation to SUDs (Albert-
Puleo, 1980; Forrest; 1975; Harms, 1973; Springham, 1998; 1999; Virshup, 1985).  
Albert-Puleo (1980), in working from a “modern” psychoanalytic background (based on 
Spotnitz), described the root of SUDs as a learned narcissistic withdrawal in order to 
block the experience of anger and other unpleasant feelings.  She asserts that, “the 
repetitive self-attacks with drugs have been viewed as an early-developed and primary 
conflict in those addicted.  This self-attack has been labeled the narcissistic defense, as 
anger and other feelings are defended by narcissistic withdrawal into euphoria” (p. 43) 
and as the withdrawal of the PSUD into intoxication when frustrated or overwhelmed.  In 
her description and explanation of her approach and the noted case examples she offers in 
her work, Albert-Puleo (1980), encouraged client resistance, as demonstrated by refusal 
to create or complete artwork, to strengthen it.  What might seem like a “paradoxical 
approach” was employed to avoid confrontation thereby encouraging “narcissistic 
transference” (p.45) and “resolving the obstacles to the expression of internalized 
aggression” (p. 52).  Virshup (1985) and Springham (1998; 1999) also applied the 
narcissistic defense theory to their practice and techniques of utilizing art therapy with 
PSUDs.  In addition, Mahony and Waller (1992) found the works of Robbins (1987) and 
Luzzatto (1989) to base aspects of their philosophies on understandings of object 
relations. 
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Art Therapy with Current SUDs Treatment Approaches 
 Within the most current findings in the art therapy literature there is an extremely 
limited amount of works found that have begun to approach the contemporary treatment 
methods found within the SUD treatment field.  Two works were found that discussed the 
application of art therapy within the current treatment concepts and how they can 
complement one another.   
Solution-Focused Therapy 
In their 2003 article, Matto, Corcoran, and Fassler encouraged the use of solution-
focused therapy techniques with art therapy for the treatment of persons with SUDs.  The 
authors described solution-focused therapy as being client-centered and focused on 
“building existing resources and past successes as opposed to weeding out psychosocial 
deficits” (p.265).  Solution-focused approaches have been applied to SUD treatment and 
are known for engaging resistant clients and for promoting motivation through the 
exploration of solutions that create change (Berg & Miller; Berg & Reuss; Hall, Carswell, 
Walsh, Huber, & Jampoler as cited in Matto, Corcoran, & Fassler, 2003).  In their use of 
solution-focused techniques in art therapy the authors found art making to be an avenue 
where the client - therapist collaborative relationship can develop around the client’s 
artwork.  Once the relationship has been established, over time the artwork can be used to 
track changes and progress in concrete visual form that can be referred back to at any 
point.  This is seen to be particularly useful during times of loss or transition as well as 
during the termination phase of treatment when increased anxiety and self-doubt often 
occur (Matto, Corcoran, & Fassler, 2003). 
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Motivational Interviewing and Stages of Change Model 
The most current and only other art therapy literary work to be found employing 
current SUD treatment approaches was Brian Horay’s (2006) article on art therapy and 
ambivalence where he utilized a case study to illustrate the use of art therapy within the 
framework of motivational interviewing and the stages of change model.   
Motivational interviewing as described by Miller and Rollnick (2002) is a “client-
centered, directive method for enhancing intrinsic motivation to change by exploring and 
resolving ambivalence” (p. 25).  In his work, Horay (2006) reflected upon Prochaska’s 
(2000) connection of the stages of change model and treatment intervention, suggesting 
that approximately “80% of clients in treatment settings are either in the 
precontemplation or contemplation stage, Prochaska recommended implementation of 
consciousness raising, increased emotional arousal, reevaluation of the environment, and 
accurate assessment of one’s life pre- and postchange” (Horay, 2006, p. 16).  Horay then 
(2006) explains how he relates the processes used within art therapy to that of non-
confrontational motivational interviewing and the stages of change model: 
Artmaking, no matter what media or directive, generally involves utilizing those 
same cognitive processes [utilized in motivational interviewing] of valuing, 
choosing, and deciding.  Additionally, the creative process itself- carried out 
through gathering materials, exploring media, choosing tools, and active making 
and revising- corresponds remarkably well to the five stages of change (p.17).   
It can be seen that motivational interviewing and the stages of change model are 
fundamentally different from that of the 12-step model in how they approach treatment 
goals and in their approaches of the individuals with whom they are treating.  Horay 
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(2006) stressed this difference and noted his disapproval of the use of “confrontational 
and coercive 12-step-based approaches in art therapy literature on treatment of SUDs 
versus those grounded in a traditionally psychoanalytic foundation” (p. 15).  He explains 
that unlike the 12-step approach, a psychodynamic understanding of SUDs “seems to 
offer treatment goals aimed at strengthening psychological defense mechanisms, 
promoting client strengths, and supporting the emergence of ambivalent thoughts and 
feelings towards recovery” (p. 17).  Furthermore, Horay (2006) discussed that art therapy 
has unique capabilities that appear to be able to bridge the psychological gap between the 
cognitive-behavioral interests of MI and the traditional psychodynamic focus on clinical 
narcissism.  Horay concludes that,  
Rather than view these two approaches as unrelated, art therapists can 
successfully combine the demonstrated strengths of each framework in order to 
effectively motivate individuals struggling with alcohol and drug addictions, 
gently yet firmly moving them closer to change (p. 17). 
Benefits of Art Therapy as a Treatment Modality for People Who Have SUDs 
Art therapy has often been found to be complimentary to many other treatment 
modalities and approaches which is due in part to the flexibility of the art therapist 
adapting to varying treatment goals of the therapeutic treatment team, with the 
understanding that the therapeutic goals shift during the treatment process (Cooper & 
Milton, 2003).  Specifically, as a treatment modality with clients who have substance use 
disorders, art therapy has been found to have multiple benefits.  Art therapists are able to 
assess the client’s current level of ego functioning and organization and tailor their 
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interventions in an attempt to match the client’s internal experience (Cooper & Milton, 
2003).  
Moore (1983) noted, by making the client’s issues either symbolic or concrete, the 
production of art makes them more accessible for discussion.  Because art making 
enhances the quality of communication and reduces confusion, the artwork facilitates 
understanding and mastery which can aid in a sense of self-efficacy.  The tangible nature 
of the artwork assists in recognition and reduction of distortions.  It provides the client 
and therapist with a new perspective.  Moore (1983) explains further,  
For the substance abuser, who often seems to avoid experiencing and 
acknowledging his/her real feelings, the form of the artwork is available as an aid 
in recognizing and differentiating feeling states.  Unrecognized attitudes may be 
brought into awareness through art more easily than through language, because 
the patient doesn’t use his/her well-practiced defenses (p. 251).   
In reviewing the historical and current art therapy literature on treatment of 
persons with SUDs, the authors were found to describe the specific and unique benefits 
of art therapy as a treatment modality, which were based on their clinical impressions, 
applications, and some theoretical understandings.  Harms (1973) suggested that the 
creative process and physical aspects of art therapy might help to involve and engage 
clients, even those that may be resistant or ambivalent.  Albert-Puleo (1980) reported that 
her art therapy technique aligned with modern psychoanalysis was beneficial in 
addressing resistances, such as resistance to produce artwork, resistance to completing 
artwork, or resistance to creativity as in copying someone else’s work.  She explained 
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that resistances revealed during the art therapy session also function outside the 
therapeutic sessions.  Albert-Puleo describes:  
Typical resistances include fabrication, silence during the analytic hour, constant 
talking without any significant communication and repetition.  In treatment, 
resistances are studied silently by the analyst, allowed to exist and, at times, 
encouraged actively.  Techniques are aimed at the building up of defenses (p. 50). 
This concept of encouraging rather than confronting resistances was additionally 
discussed by other art therapists and particularly seen in the more current and client-
centered approaches (Horay, 2006; Matto, Corcoran, & Fassler, 2003)   
As previously discussed, when working within an AA/12-step based program, art 
therapy has been noted to aid in addressing and interpreting the 12-Steps.  Art therapists 
have reported utilizing techniques, which are aimed at depicting the client’s 
unmanageability of their disease and exemplifying their powerlessness over their illness 
in attempts to gain awareness and acceptance of the client’s disease (Cox & Price, 1990; 
Potocek & Wilder, 1989).  Miller (as cited in Julliard, 1995) created art therapy 
interventions for each of the 12-steps, beginning with the creation of collages to depict a 
sense of chaos caused by their addictions.  Additionally, Johnson (1990) and others 
(Chickerneo; Feen-Calligan; Julliard) utilized the creation of images to address 
spirituality aspects of a Higher Power in relation to the 12-step model. 
Art therapy has also been used in a variety of ways to address the client’s 
tendency to avoid painful feelings.  The visual nature of the artwork is more difficult to 
deny than fleeting words and when utilized in a group setting other group members assist 
one another in the facing the issue that is staring back at them represented in the artwork 
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(Moore, 1983).  Albert-Puleo (1980) noted that the use of art therapy enables those with 
SUDs to begin to express and eventually verbalize feelings so that they can begin to 
tolerate painful emotions.  Also found was the use of image making as a means to allow 
the PSUD to regain a sense of control over his or her feelings.  This is done by having the 
clients express that which they would normally be hesitant or unable to discuss and 
therefore begin to experience those blocked out emotions in a controlled manner to 
decrease the risk of being overwhelmed (Foulke as cited in Moore, 1983).   
It has been observed and well-established in the literature that PSUDs have 
difficulties in communication, specifically they may have trouble with the verbal 
expression of emotions as well as a being adept at using words defensively.  Moore 
(1983) reflects that many art therapists argue the use of a nonverbal approach such as art 
therapy to address both of these issues bypassing the need for verbal language which may 
fall short in it’s abilities to reflect the deeply personal and often confusing inner 
experience.  Additionally, PSUDs are believed to be “manipulative” with their words or 
skillful at verbally defending, hiding and disguising problems.  Art therapy has the 
capacity to circumvent these defenses accessing information often that the client was 
unaware they were presenting, in such instances as “slips of the pen.”   
 Whether a treatment provider views denial as a conscious resistance or 
unconscious defense mechanism, art therapy has proven to raise awareness and increase 
insight leading to processing and viewing situations in a different light, with new 
perspective and greater objectivity.  It is known that a core strength of art therapy is that 
it offers a means for bypassing denial and other defense mechanisms often found to be 
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present in PSUDs which helps to “open avenues for the identification and communication 
of feelings” (Albert-Puleo & Osha as cited in Francis, Kaiser, & Deaver, 2003, p. 125).   
 In order to address issues around low-self esteem and shame, art therapists 
describe the uses of art and image making to reveal the strengths and abilities of clients as 
well as promote the development of skills, which has been found to increase self-esteem 
(Waller & Mahony, 1999).  Furthermore, Albert-Puleo (1980) described that through the 
use of her art therapy model, her clients would address their internalized aggression and 
feelings of inadequacy that underlie their sense of low self-esteem.   
A sense of being out of control is another common experience as well as a fear 
often described by PSUDs, especially for those clients that have been subjected to a 
traumatic event, of which they were rendered helpless and not in control.  Gaining of a 
sense of control and being able to take an active role is seen to promote a sense of 
mastery.  Increasing a sense of mastery over the development of art techniques and media 
are found to be translated, outside the therapeutic setting, into gaining a sense of control, 
this in turn leads to increased self-efficacy which promotes increased self-esteem 
(Johnson 1990; Moore, 1983; Waller & Mahony 1999; Wilson 2003).   
Additionally, Wilson (2003) described the use of art therapy to reduce shame in 
PSUDs by “teaching basic recovery concepts and skills while addressing shameful 
responses” (p.292).  In learning to recognize and label shame, clients begin to separate 
their feelings of shame from reality thereby decreasing their distorted cognitions.  Wilson 
concludes that, although it may be hard to quantify, “art therapy seems particularly well 
suited for the expression and processing of deeper forms of psychic pain such as shame” 
(p. 284).  Wilson (2003) explains this by citing McNiff who stated that the arts are 
92 
accustomed to speaking the language of the soul and thus has more immediate access to 
emotional conflicts and psychological pain, such as shame.  
 The ability to address pervasive isolation was also found to be a benefit of art 
therapy in treatment of PSUDs.  Adelman and Castricone (1986) stress that the 
expression of isolation in symbolic form can initiate the necessary communication 
process and social interactions needed in the treatment of PSUDs.  Allen (1985) saw the 
actual art making as a lessoning of isolation through providing a means for interaction 
and social exchange.  Others (Foulke & Keller; Head; Springham; Ulman) suggest that 
creating artwork within a group setting creates opportunities for sharing, validating and 
unifying experiences (Waller & Mahony, 1999).  Lastly, Potocek and Wilder (1989) 
reported that through the production of art an unhealthy dependence on substances can be 
“redirected to reliance on appropriate relationships for emotional needs” (p. 100).  
Benefits of Group Art Therapy with People Who Have SUDs 
Within the reviewed literature, authors reflected on group art therapy and 
individual art therapy, both suggested the independent benefits of their treatment format 
but a majority felt that a combination of the two was most beneficial.  According to 
Wadeson (1995) and an interpersonal model of human development, group therapy is a 
suitable form of treatment with regards to objectives such as “dealing with loneliness, 
problems in intimacy, lack of confidence in dealing with others, and many other 
interpersonal problems” (p. 142).  Moore (1983) found that the authors who worked 
within group setting felt that doing art therapy in a group setting was valuable not only to 
counteract the PSUD’s “sense of isolation and to enhance self-acceptance, but also as a 
means to facilitate peer confrontation of defensiveness and manipulation” which tends to 
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be better received (p.258).  It appears from the reviewed literature that group art therapy 
might be more common than individual treatment alone.  One of the reasons for the more 
pervasive use of group art therapy in treatment of SUDs is most likely the logistical 
concern over cost-effectiveness of treatment as influenced my managed health care 
organizations.  
According to Milton and Cooper (2003) in group art therapy, the art therapist 
functions as the good-enough mother, as theorized by Winnicott, and the art materials are 
those objects of the world that the clients can discover.  The authors further explain this 
concept regarding the use of art materials by stating, 
New materials can be received with fear, enthusiasm, caution, or rejection as a 
result of how they are presented.  The therapist’s familiarity with a wide range of 
materials is critical to offering the sense of security and holding while presenting 
a new material, idea, or construct.  It is asking too much of patients having weak 
egos, lacking a sense of self, and experiencing overwhelming anxiety to require 
that they “express” themselves using materials they find unfamiliar or 
intimidating.  A competent art therapist “holds” his or her patients by how he or 
she presents materials and directives (Milton & Cooper, 2003, p. 165). 
According to Head (as cited in Moore, 1983) often clients are unaware of their substance 
use issues or minimize their problems.  The author explains why group art therapy is 
beneficial as follows:   
Group art therapy offers a means of expression for those who either find it 
difficult to verbalize or who do not wish to do so.  Almost without knowing it, the 
patient finds he has drawn something that when he is asked to talk about it has 
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more meaning than ‘I drink too much…’  The identity of the individuals becomes 
clearer: each is something more than an overuser of a chemical.  The art 
productions are discussed by the participants creating verbal interchange, 
interaction, and the beginning of a cohesive oneness in working on a problem of 
conflict for the individuals (Head as cited in Moore, 1983, p. 252). 
As discussed previously, art therapy groups have been described in the literature 
utilizing different theoretical understandings.  Many groups have been described as being 
theoretically based on the 12-step model approach or conducted utilizing psychodynamic 
or psychoanalytic understandings, as well as a combination of these philosophical 
concepts. 
Group Art Therapy with Women Who Have SUDs 
There is a minimal amount of literature that discusses the use of group art therapy 
as a treatment modality specifically for the treatment of women with SUDs and their 
unique psychological, psychosocial, and physical needs.  What has been found in the 
available literature supports the use of non-verbal, expressive therapies with women who 
have SUDs due to their higher rates of psychosocial issues, co-occurring disorders, and 
societal demands (Cooper & Milton, 2003; Glover, 1999; Wadeson, 2000; Waller, 1999).  
It has been identified that a high percentage of females with SUDs have co-occurring 
issues of sexual abuse including incest and that the use of substances is the client’s 
attempt to self-medicate and numb their feelings, such as, shame, guilt, and anger, 
associated with their abuse.  It has also been found that there is a higher rate of relapse 
associated with those who stop using drugs and alcohol yet do not receive treatment for 
their abuse/ incest (Glover, 1999).   
95 
 In an article on art therapy and play therapy for clients with SUDs and a who have 
a history of incest victimization, Glover (1999) pointed out that due to the nature of 
incest/abuse, verbal therapy may not only be ineffective but may also be inappropriate.  
Often the victim, due to stigmatization and secrecy associated with incest, has had 
limited, if any, cognitive and verbal processing and therefore the challenge for the 
therapist is to “provide effective treatment in a non-confrontational, nonthreatening style 
that allows for emotional and cognitive assimilation of past traumatic events” (Glover, 
1999, p. 282).  Glover (1999) asserted that due to dissociation, often a result of abuse, 
victims begin to remember aspects of their abuse in flashes, non-chronological segments 
of time.  The creation of artwork allows for the women to process their thoughts and 
feelings in a non-linear, more dynamic fashion, which allowed for a safer processing of 
such painful and powerful emotions, which would not have been possible in verbal 
therapy.   
 Although not specific to women with SUDs, Wadeson (2000) wrote a chapter that 
discussed several particular issues faced by women that have been addressed through the 
use of art therapy.  One section within the chapter focused on prostitution and another on 
‘battered women’ both of which have been seen as issues associated with women who 
have SUDs.  Wadeson stated that prostitution is a “problem that grows out of poverty, the 
drug culture, and physical and sexual abuse” (p. 297).   
 Common themes that were found during the art therapy groups in treating these 
women who were trying to leave prostitution include, but are not limited to, an initial 
lack of trust within the group and a fear of self-disclosure within the group art therapy 
setting, “initiation into adulthood at an early age and the painful loss of childhood,” 
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desire for nurturance and the need to feel loved, extreme poverty, issues of self-image, 
and relationships with men (Black; Salomon; Walker as cited in Wadeson, 2000).  
Wadeson (2000) discussed Black’s work with this population where the women, although 
resistant at first, eventually created dolls within the group art therapy sessions.  In the 
process of creating the dolls and through the clients’ spontaneous discussions, barriers of 
distrust and competition began to break down.  Black observed that the women began to 
“share supplies, patterns, ideas, and help” and that the “soft fabric objects allowed the 
women an opportunity to show their tender, caring sides without feeling ashamed or 
intimidated” (p. 299).   
 Wadeson (2000) concluded that art therapy allowed clients to gain perspective on 
their lives, and was “effective in helping women to identify their own feelings, the 
sources of their oppression, and resources for restructuring their lives” (p. 312).  She 
emphasized that the active process in creating art became a “cathartic vehicle to ventilate 
rage” (p. 312).  Additionally, the art therapy group created and provided an environment 
which offered support and understanding which allowed for the “sharing of images and 
deeply personal pain” (Wadeson, 2000, p.312).   
 In a chapter by Milton and Cooper (2003) the authors discussed group art therapy 
with six ‘self-destructive’ young women, all of whom had histories of substance use 
disorders and a majority of them also experienced eating disorders or self-mutilation.  
The authors believed that this population, who are often “overwhelmed by their anxiety,” 
benefited from art therapy by having a safe environment where they could 
“constructively reduce their tension” (p. 164).  Furthermore, the authors believed that the 
art making process allowed the women to “come to terms with the losses and other 
97 
painful experiences they have endured” (p. 164) emphasizing that image making can 
“give concrete and observable form to psychic pain” (p. 164).  The authors additionally 
expressed that the women needed structure within their art therapy sessions because a 
“lack of structure and boundaries often increases the patients’ anxiety to an 
overwhelming degree” in other words, the women needed the “auxiliary ego from the art 
therapist so that they could have the place from which to begin to take action” (p.176).   
 In reviewing these three works, all the authors emphasized a need for flexible 
structure within their groups.  The art therapist needs to find a task or directive that 
addresses the “unique elements unifying the group in the present moment” (Cooper & 
Milton, 2003, p. 176).  Then that directive needs to be broad enough to allow for 
individual interpretation by the client in any way she sees fit.  As noted by Black (as cited 
in Wadeson, 2000), sometimes it may take the art therapist beginning and creating her 
own artwork to get the group interested and involved and to feel safe enough to 
experiment on her own.  The art therapist should not have predetermined outcomes or 
investment in what may or may not transpire.  The women need to feel that whatever they 
create is accepted and will not be judged or threatened.  Finally, the goal is to work 
towards expression, verbalization and integration of the past painful physical and psychic 
experiences and work toward change and resolution (Cooper & Milton, 2003; Glover, 
1999; Wadeson, 2000). 
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CHAPTER 3: METHODOLOGY 
Design 
This study employed a qualitative phenomenological design.  Donna Mertens 
(2005) describes the key characteristic of phenomenology as, “the study of the way in 
which members of a group or community themselves interpret the world and life around 
them” (p. 240).  She further explains that the focus of the study should be on 
“understanding how individuals create and understand their own life spaces” (p. 240). 
The main objective of this study was to explore the lived psychological 
experience of mothers as they participated in a time-limited art therapy group, in a 
gender-specific outpatient substance use disorders treatment program, through the use of 
open-ended responsive verbal interviews and art making in simulated brief group art 
therapy sessions. 
 
Location 
This study was conducted on site at an outpatient substance use disorders 
treatment center (“the Program”) in New Jersey.  The Informed Consent authorization 
and two art therapy group sessions took place in a private group therapy room at the 
facility and the open-ended responsive interviews occurred in a private office at the 
facility. 
 
Time Period 
This study began following approval by the IRB, and continued until September 
2009. 
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Enrollment 
This study was designed to include five female adult participants, who were 
participants in the Program for treatment of substance issues.  All participants were 
between the ages of 18 - 65.  Due to the nature of this study and the nature of the 
treatment facility, only female participants with SUDs, who are mothers, were recruited.  
Female participants of various racial, ethnic, religious and socioeconomic backgrounds 
were eligible for this study.   
 
Participant Type 
Participants included adult females who met the criteria of substance use or 
dependence according to the treatment facility (e.g., either mother or child testing 
positive for substances at the time of childbirth, referral from the Division of Youth and 
Family Services, or self-referral).  Participants were recruited from an existing intensive 
outpatient treatment program for mothers with substance use issues. 
 
Participant Source 
Participants were recruited on a volunteer basis from the Program, an existing 
SUD treatment program.  The Program is an intensive outpatient treatment program for 
women with dependent children who meet the criteria for SUDs treatment. 
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Recruitment 
Participants for this study were recruited directly from active outpatient 
participants in the Program (See Appendix E).  Eligible participants were limited to those 
individuals who were currently participating in group therapy at the facility.  
The drug and alcohol counselors of the intensive outpatient treatment groups were 
informed of the recruitment process and the inclusion and exclusion criteria for the 
research study.  Each counselor made an announcement at the beginning of her group 
sessions for one week.  The announcement was made to the entire group at the beginning 
of their group session.  The information that was provided at that time included the title 
of the study, its general purpose, the inclusion and exclusion criteria, the time involved, 
the stipend, and how to volunteer.  The group was also informed that the co-investigator 
would be present at the facility and available during the week of the announcement to 
meet with potential volunteers in order to review the inclusion and exclusion criteria and 
enroll those eligible and interested individuals in a confidential and private environment. 
Accompanying the announcement, a two-page informative flyer (Appendix A) 
was distributed to all group members by the group counselor.  The information on the 
flyer included the title of the study, its general purpose, the inclusion and exclusion 
criteria, the time involved, the non-monetary stipend, how to volunteer, and a section to 
indicate if they were interested in participating or not with a reminder, if they were 
interested, to meet with the co-investigator individually. 
The process for volunteering included a self-selection process by which the 
interested party read the inclusion and exclusion criteria listed on the flyer and 
determined themselves if they qualify.  All clients from each group, in which the 
101 
announcement was made, were asked to complete the second page of the flyer indicating 
whether or not they were interested in participating in the research study by checking 
“YES” or “NO.”  Thus, the anonymity and privacy of interested and uninterested clients 
were protected.  Each client could maintain the first page of the flyer for her reference.  If 
the potential participant checked “YES,” there was a section for her to write her name 
and a reminder for her to privately meet with the co-investigator.  All clients were asked 
to tear off and fold up the second page of the flyer, which was then collected by the drug 
and alcohol counselor to protect confidentiality. The drug and alcohol counselor assured 
group members that she would not see the responses of the group members regarding 
their choices about participating in the study. 
When the potential participant initially met with the co-investigator during the 
week of the announcement, the co-investigator asked if she had read the flyer and if she 
met the criteria listed to qualify to participate in the study.  If she met the criteria and was 
interested, the potential participant was asked when she was available to meet with the 
co-investigator to go over the informed consent form (Appendix B).  If, during that initial 
meeting, the potential participant was willing and had an additional 20 minutes, the co-
investigator reviewed and had the participant complete the informed consent form and 
procedures.  The study was designed to recruit the first five women who met the 
inclusion criteria and who agreed to participate.  Though five participants volunteered 
and were enrolled (completed the informed consent forms and process) only two 
participants were able to complete the study in its entirety, as three participants withdrew 
from the study.   
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At the conclusion of the open-ended responsive interview, the participant was 
presented with a small token of appreciation for her participation in this study.  This non-
monetary stipend was an inspirational book focusing on issues faced in recovery.  The 
book included blank lines for daily personal reflection and/or journaling.  Due to the 
nature of the drug and alcohol culture, the researcher found a stipend of cash to be 
counter indicated.  Money could potentially be used for drugs and/or alcohol and for 
some people with substance use issues having cash may be a trigger to use alcohol or 
other drugs. 
 
Participant Inclusion Criteria 
1. Participants recruited were female between the ages of 18 and 65.  
2. Individuals were mothers with dependent children in their custody, in the 
custody of friends or family members or in the custody of the state.   
3. Individuals had been attending group sessions at the Program for longer 
than one week. 
4. Individuals had more than two weeks left in treatment before moving on to 
Continued Care, the next phase of treatment where they were no longer in 
groups and only attended individual outpatient sessions with their primary 
counselor once a week.  
 
Participant Exclusion Criteria 
1. Individuals whom are not female were excluded.  Males were excluded 
since the study was focused on gender-specific phenomena. 
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2. Individuals that were in the Continued Care phase of the Program were 
excluded, as they were no longer participating in group therapy.  
3. Individuals were excluded from the study if they were below the age of 18 
or above the age of 65.   
 
Investigational Methods and Procedures 
There were six data collection sessions for this research project.  During the initial 
meeting, the co-investigator met with the participant individually to review the study and 
explaine the informed consent procedure (Appendix B).  The participant was able to ask 
any questions she had regarding the study.  When the participant seemed to comprehend 
all aspects of her participation and agreed to participate, she signed the Informed Consent 
form.  At the conclusion of the first meeting, the participants were informed of the 
scheduled dates and times for the simulated brief art therapy group sessions and the 
participants were asked to sign up for an individual open-ended responsive interview time 
which would take place following the two group sessions.  
The second and third data collection sessions were simulated brief art therapy 
groups.  These simulated art therapy group sessions commenced approximately one week 
after the consent process was completed.  The sessions took place during regularly 
scheduled group times at the facility and were announced to all participants.  
The fourth data collection session consisted of individual open-ended responsive 
interviews with each participant.  At the beginning of the open-ended interview, each 
participant was asked to fill out a brief demographic questionnaire (Appendix D).  The 
questionnaire collected any other pertinent background information, including age, 
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ethnicity, marital status, number of children, and where her children were currently 
living.   
The fifth data collection section was closure and debriefing which immediately 
followed the individual open-ended responsive interview.  The co-investigator made sure 
the participant was comfortable at the end of the session and was not experiencing 
excessive anxiety.  Following any comments from the participant, she was thanked for 
her participation and given her inspirational book focusing on issues faced in recovery.  
She was also reminded of the validation interview scheduled to take place within 
approximately one month. 
The last data collection session was a validation interview, which occurred via 
telephone.  The co-investigator attempted to contact each participant, using the phone 
number she previously provided at the end of her individual interview, within one month 
of the individual open-ended responsive interview following the preliminary analysis of 
the data. 
Instrumentation 
Simulated Brief Art Therapy Group 
A simulated brief art therapy group is a time-limited art therapy group designed to 
simulate an actual art therapy group.  It is considered time-limited because it is limited to 
only two 90-minute sessions and is not an on-going treatment.  The group met for a total 
of three hours, consisting of two separate 90-minute sessions.  The co-investigator 
initiated a “go-around” discussion by asking the participants to introduce themselves to 
the group and the co-investigator, state their reason for being in the program and their 
goals or current issues.  The co-investigator allowed the participants to take the 
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discussions in any direction that was relevant to their current situation.  A specific theme 
for each 90-minute session emerged from these discussions.  The theme of “What Does 
Your Addiction Look Like?” was presented to the group as the topic of the first art 
therapy task.  The theme of “What Does Your Road to Recovery Look Like?” was 
presented to the group as the topic of the second art therapy task. 
The participants were provided with 8 ½” x 11” and 12” x 17” white drawing 
paper, markers, colored pencils, oil pastels, chalk pastels, crayons, No. 2 pencils, drawing 
erasers, collage materials, scissors and glue sticks.  The materials chosen for this study 
were selected based on the ease of use and to avoid regression that might have been 
caused due to arising anxiety relating to the topic.  Structured media, such as collage, 
colored pencil and markers allowed the participants to have a greater sense of control.  
Once the art-making portion was over, the group was asked to discuss the story and 
meaning in their artwork and some experiences they might have had during its creation.  
The sessions ended with cleaning up the art materials. 
Open-Ended Responsive Interviews 
An open-ended responsive interview is designed to collect data related to the in-
depth lived experience of an individual regarding a particular phenomenon.  In this study, 
the phenomenon studied was the lived experience of mothers with substance use issues 
who participated in a simulated brief art therapy group.  The open-ended responsive 
interview poses broad based questions initially and then additional probative questions 
that relate to both the responses of the participant and the objectives of the study.  The 
Interview Guide (Appendix C) was used as a data collection instrument during the open-
ended responsive interview.  The guide provided broad open-ended questions with 
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interview objectives and a certain degree of direction for the interview aimed at evoking a 
comprehensive account of the participant’s experience of the phenomenon.  The 
interview objectives and broad based questions provided the structure and direction for 
the questions asked in the open-ended responsive interview. 
Demographic Questionnaire 
 The Demographic Questionnaire (Appendix D) was used as a data collection 
instrument at the beginning of the open-ended responsive interview.  The questionnaire 
provided additional relevant background information on the participants.  The 
Demographic Questionnaire asked the participant her age, ethnicity, marital status, 
number of children, ages of her children, and whether her children currently lived with 
her or someone else.  The information was collected to potentially aid in the analysis of 
the data gathered by helping to gain a clearer picture of the participant.  Since the 
demographic of gender represents a core facet in the formulation of the research topic, 
other demographic information such as cultural factors and current living situations could 
play a critical role in the analysis and interpretations of the findings. 
 
Data Collection 
Data Collection I: Informed Consent (20 minutes) 
 The meeting occurred on an individual basis.  The purpose of the initial meeting 
was to inform and review with the participant the purpose of this study, the procedure, 
and detail the process of informed consent.  The participants were made aware of the 
purpose of and procedures in the study, their rights as a research participant, and the 
measures taken to protect their confidentiality.  The participants were informed that their 
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identity in this study was kept completely confidential.  In order to maintain 
confidentiality, the participants were assigned identification numbers.  These numbers 
were used to label all data collected from the participants, including audio recordings, 
demographic questionnaires, transcripts of audio recordings, and artwork.  The 
participants name and corresponding participant identification number was logged on a 
master code sheet which was stored in a secure and locked space in the offices of the 
Hahnemann Creative Arts in Therapy Program at Drexel University.  Participants were 
informed that the artwork created during the study was also kept in a secure and locked 
space in the offices of the Hahnemann Creative Arts in Therapy Program at Drexel 
University.  The participants were made aware that the researcher made color copies of 
the original artwork to be included in her unpublished thesis.  If the participant wished, 
the original artwork was returned to her at the completion of the study.  If the participant 
chose not to have the artwork returned to her, the artwork was destroyed except for the 
copies.  The participant was also told about the use of digital audio recording equipment 
used to record the individual interview sessions.  The recordings were uploaded to a 
removable flash drive and stored in a secure, locked space in the offices of the 
Hahnemann Creative Arts in Therapy Program at Drexel University.  Upon completion of 
the study, the digital audio recordings were deleted from the recording device’s memory 
as well as from the removable flash drive to which it was uploaded. 
 The purpose, procedure, and process of the study were then reviewed, and the 
participant was asked to summarize, in her own words, her understanding of the study 
based on the information she was provided.  When the participant had demonstrated an 
understanding of the study details, and had agreed to participate in the study, she was 
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asked to sign two copies of the informed consent form (Appendix B).  One copy of this 
form was given to the participant for her own records and the other was kept in a secure 
location in the Hahnemann Creative Arts in Therapy offices.  The participant 
identification number was entered on the master code sheet.  From that point on, the 
participant was identified by that number for purposes of this study in order to ensure that 
confidentiality was maintained. 
Following the informed consent procedure, a date and time was scheduled for the 
individual open-ended responsive interview.  The participant also received the times, 
dates and place for the simulated group art therapy sessions. 
Data Collection II: Simulated Brief Art Therapy Group (90 minutes) 
Introduction, Forum on Substance Use Issues, and Topic Assignment (20 minutes) 
The simulated art therapy session began by briefly introducing the concept of art 
therapy and the art materials provided to the participants.  The participants were asked to 
participate in a brief go-around for approximately 20 minutes.  During that time, they 
introduced themselves to the group; stated their reason for being in the program and their 
goals or current issues that they were facing in treatment. Also, the guidelines for 
confidentiality were reviewed by the co-investigator.  The guidelines included the 
agreement of all group members that they would not reveal what occurred in the group 
outside of the group.  Once the group completed the go-around and had a chance to talk 
about their goals or concerns, the co-investigator generated a metaphorical topic based on 
the discussion content and the group process.  In group art therapy, the issues that arise in 
the discussion generate themes for artwork that may allow for deeper exploration of 
underlying issues and emotions.  The topic, “What Does Your Addiction Look Like?” 
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was generated by the group discussion and then presented to the group.  They were asked 
to create artwork related to this topic. 
Art Making (25 minutes) 
The art directive asked the participants to create a personal metaphorical piece of 
artwork in response to the topic of “What Does Your Addiction Look Like?” using any of 
the art materials provided.  The use of metaphor in artwork helps to minimize risk and 
reduce anxiety.  Robbins & Mattes (1987) explained the use of metaphor in visual and 
verbal realms.  The authors stated that metaphor can “touch a variety of psychic 
structures and, at the same time, can cope with resistances, recognize reality, and respect 
the individuals need for safety, distance, and contact” (p. 230).  Creating a metaphorical 
piece of artwork as opposed to a literal representation of a situation or experience was 
designed to reduce anxiety and increase the experience of safety. 
The art materials provided consisted of 8 ½” x 11” and 12” x 17” white drawing 
paper, markers, colored pencils, oil pastels, chalk pastels, crayons, No. 2 pencils, drawing 
erasers, collage materials, scissors and glue sticks.  The participants were told that they 
had 25 minutes to complete their artwork.   
Group Discussion of Artwork and Clean Up (45 minutes) 
After the 25 minutes of creating artwork, the participants were asked to engage in 
a group discussion regarding their experiences, thoughts, and feelings about the art 
process and artwork created.  Each participant was asked to tell a story about her artwork 
and use her own words to describe it in detail.  The other group members were 
encouraged to ask questions, make comments and/or observations of the individual and 
collective artwork.  They were asked to question/comment on the participant’s verbal 
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interpretations of her own artwork.  The processing of artwork lasted approximately 30 
minutes.  When the general discussion was completed, the co-investigator collected each 
participant’s artwork and entered her identification number on it.  All artwork was stored 
securely in the Creative Arts in Therapy Department at Drexel University until the 
individual open-ended responsive interviews took place. 
Closure to the group session took about 15 minutes and involved clean up and the 
co-investigator summarizing and reviewing the main themes that emerged during the 
session.  She thanked the group for their participation and reminded them of the time and 
location of the second group session. 
Data Collection III: Second Simulated Brief Art Therapy Group (90 minutes) 
Forum on Substance Use Issues and Topic Assignment (20 minutes) 
The second group session ran similarly to the initial session and began by asking 
the participants to engage in another go-around for approximately 20 minutes.  The 
participants were asked to disclose an issue they were currently facing in treatment.  As 
in the first session, the co-investigator followed the same process to generate a topic for 
the art making, based on discussion content and group process.  When the topic, “What 
Does Your Road to Recovery Look Like?” was formulated, the participants were asked to 
create artwork in response to this topic.   
Art Making (25 minutes) 
Once again, the participants were offered 8 ½” x 11” and 12” x 17” white drawing 
paper, markers, colored pencils, oil pastels, chalk pastels, crayons, No. 2 pencils, drawing 
erasers, collage materials, scissors and glue sticks and told that they could use any of the 
art materials provided.  The participants were given 25 minutes to complete their artwork.   
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Group Discussion of Artwork and Clean Up (45 minutes) 
The art-making portion was followed by a 30-minute group discussion that 
included processing the artwork.  During the processing of the artwork, the participants 
were asked to describe and tell a story about what they made.  As in the first session, the 
participants were encouraged to ask questions, make comments and observations to the 
other group members/participants in response to their artwork and verbal description of 
it.  They were also asked to comment on the pieces in comparison to one another and 
discuss the similarities and differences observed.  When the general discussion was 
completed, the co-investigator collected each participant’s artwork, which was then 
marked with her identification number and stored securely in the Creative Arts in 
Therapy Department at Drexel University. 
As in the first group session, closure took about 15 minutes and involved clean up 
and the co-investigator summarizing and reviewing the main themes that emerged during 
the session.  She again thanked the group for their participation and reminded them about 
their upcoming individual interviews. 
Data Collection IV:  Open-Ended Responsive Interview  
(45 Minutes per Participant and 15 Minutes for Epoche) 
Epoche (Investigator Only – 15 Minutes) 
Prior to the open-ended responsive interview, the co-investigator engaged in the 
process of epoche.  Epoche is a process wherein the researcher puts her prejudgments, 
biases, and preconceived ideas about the phenomenon aside and allows ideas, events, and 
people to enter anew into consciousness, and to look at them again, as if for the first time 
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(Moustakas, 1994).  It is the intention to obtain new information about the phenomenon 
and therefore any predispositions that may have an effect on the study must be set aside.   
Open-ended Responsive Interview (45 Minutes per Participant) 
The open-ended responsive interview took place during a previously scheduled 
time slot within one week of the last group session.  The researcher utilized a digital 
voice recorder to record the interview and later transcribed verbatim. 
The co-investigator began the interview by presenting the participant with the 
Demographic Questionnaire (Appendix D).  This questionnaire requested additional 
relevant background information from the participants.  The Demographic Questionnaire 
asked the participant her age, ethnicity, marital status, number of children, ages of her 
children, and whether her children currently lived with her or someone else.  The co-
investigator waited for the participant to complete the form before continuing with the 
interview. 
After the Demographic Questionnaire was completed, the co-investigator returned 
the participant’s artwork that was collected at the end of each of the two simulated art 
therapy group sessions.  The participant had her original artwork, to which she referred 
during the interview.  The researcher asked questions regarding the experience in the art 
therapy group sessions focusing on the descriptive process and the interpersonal context 
in order to obtain the lived experience of the participant.  The researcher initially began 
the interview with a few predetermined open-ended questions that related to the 
phenomenon under investigation and the interview objectives.  The Interview Guide 
(Appendix C), which was the data collection tool for this portion of the study, was used 
to maintain the structure and purpose of the interview.  The initial broad-based questions 
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were intended to start the interview, the purpose of which was to recount the participant’s 
experience in the simulated art therapy group.  Subsequent to the initial broad based 
questions, the researcher probed further by asking about specific examples, encouraging 
the interviewee to elaborate on ideas previously mentioned, and eventually asking if other 
moments or events had come to mind about the phenomenon (Becker, 1992).  The 
interview lasted about 45 minutes or until the researcher felt the participant had 
thoroughly described her experience.  Becker (1992) stated, “this becomes evident when 
themes are repeated and the person has nothing new to add” (p 41). 
The interview questions addressed the following objectives.  Following each 
objective are examples of the type of open-ended and probative interview questions that 
were asked which contributed to the understanding of the particular objectives and the 
overall research purpose.  The questions were not limited to those stated below given that 
follow-up probing questions were based on responses given by the participants.   
1. To understand the cognitive, social, and emotional experience of participating 
in the art making process in a limited art therapy group experience. 
a. What were your thoughts as you participated in the art making? 
Probe:  Were you very aware of your thoughts during the art 
making?  
Probe:  Do you recall having any reoccurring thoughts?  If so, 
what were they? 
b. What emotions were you feeling as you participated in the art making? 
Probe:  Were you very aware of your feelings during the art 
making?  
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Probe:  Do you recall feeling certain emotions while making your 
artwork?  If so, what were they? 
c. What were your thoughts and feelings as you chose materials and 
created the artwork? 
Probe:  What influenced your material choices?   
Probe:  What influenced your imagery choices? 
d. What was it like to create the artwork in the group setting, with other 
group members? 
Probe:  Were you very aware of others observing you creating 
your artwork?  What was that like? 
Probe:  Were you aware of yourself observing others as they 
created their artwork?  What were your thoughts/feelings? 
e. How do you feel you were able to express your feelings through the 
artwork? 
Probe:  Was it easier or more difficult than you thought to express 
yourself through the art media? 
2. To understand the cognitive process and emotional experience of the 
participant following the completion of her artwork. 
a. Can you tell me the story about the picture you created? 
Probe:  Can you tell me how the people/objects in the picture are 
feeling? 
Probe:  Can you tell me what the people/objects in the picture are 
thinking? 
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b. What were your thoughts and feelings immediately following the 
completion of your artwork? 
Probe:  Where your thoughts and feelings what you expected? 
Probe:  Where you aware of what influenced your thoughts and 
feelings following the completion of your artwork? 
c. Were you able to verbally express those thoughts and feelings in the 
group? 
Probe:  What allowed you or kept you from verbally expressing 
your thoughts and feelings in the group? 
d. Looking at your artwork today, have those thoughts and feelings 
changed?  If so, how? 
Probe:  What sorts of other thoughts come to mind as you look at 
your artwork today? 
Probe:  What sorts of other feelings come to mind as you look at 
your artwork today? 
3. To understand the interpersonal experience (emotional, social and cognitive) 
of the participant during the process of discussing her artwork with the group.  
a. What was your experience sharing your artwork with the group and 
hearing other group members share their artwork? 
Probe:  What were your thoughts and feelings while you were 
describing your artwork with the group and then hearing 
others describe their artwork? 
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Probe:  How did you feel seeing other group member’s completed 
artwork and having them see yours? 
b. What was your experience of hearing others discuss your artwork? 
Probe:  How well did you feel other group members understood 
your artwork?  
Probe:  How important to you was it that they understood it? 
c. Did you learn anything from discussing your artwork? 
Probe:  Did any unexpected thoughts or feelings arise during the 
discussion? 
d. What was it like for you to discuss your artwork in a group of mothers 
with substance use issues? 
Probe:  What was it about this group of women made it easier or 
harder to share your artwork with them? 
Probe:  Through the observation and discussion process, did you 
notice similarities between the other women and yourself? 
e. How do you feel you were able to express your feelings through group 
discussion? 
Probe:  How, if at all, did the artwork aid in the group discussion? 
 
Data Collection V: Closure and Debriefing (10 Minutes) 
 Concluding the interview the participant was asked, “Before we end our session 
together, is there anything else that you would like to share with me or ask me at this time 
about your experience of the group art therapy sessions or this interview today?”  The co-
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investigator made sure the participant was comfortable at the end of the session and not 
experiencing excessive anxiety.  In the event that the participant would have become 
inconsolably distressed during the interview, she would have been referred to her primary 
counselor at the Program.  Following any last comments from the participant, she was 
then thanked for her participation and given her non-monetary stipend.  The participant 
was also reminded of the validation interview that would occur by telephone in 
approximately one month.  At this point, the participant was asked for a telephone 
number where she could be reached for the validation interview. 
Data Collection VI: Validation Interview (30 Minutes) 
 The validation interview with the participant took place over the telephone.  The 
co-investigator telephoned the participants within one month of the individual open-
ended responsive interview following the preliminary analysis of the data.  The purpose 
of the validation interview was to increase the internal validity of the study.  The 
preliminary analysis was read to the participants and she was asked if that was an 
accurate representation of her experience.  The participant could have contributed to the 
data analysis by affirming the accuracy of the preliminary data analysis or revising it 
based upon their experience.  It should be noted, due to prolonged or heavy drug usage 
the participants may have had memory impairment and therefore may have had certain 
limitations in the recollection of their experience. 
 
Data Analysis 
1. After each data collection session, the audio recordings of the sessions were 
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2. The data analysis process followed the phenomenological methodology as described 
by Moustakas (1994).  The four stages included epoche, phenomenological reduction, 
imaginative variation, and synthesis of meaning and essences of the 
phenomenological experience for each participant. 
• Epoche is a process wherein the researcher sets aside her preconceived 
ideas about the phenomenon.  Moustakas (1994) views epoche “as a 
preparation for deriving new knowledge but also as an experience in itself, 
a process of setting aside predilections, prejudices, predispositions, and 
allowing things, events, and people to enter anew into consciousness, and 
to look and see them again, as if for the first time” (p.85).  Moustakas 
(1994) continues to say that epoche challenges us to “create new ideas, 
new feelings, new awarenesses and understandings” (p.86).  “We are 
challenged to come to know things with receptiveness and a presence that 
lets us be and lets situations and things be, so that we can come to know 
them just as they appear to us” (Moustakas, 1994, p.86).   
• Phenomenological reduction is the second step of the data analysis process 
and involved “a prereflective description of things just as they appear and 
a reduction to what is horizontal and thematic” (Moustakas, 1994, p. 91).  
Moustakas breaks this process into four steps.  The first step, bracketing, 
involves placing the focus of the research into brackets so that “everything 
else is set aside” and “the entire research process is rooted solely on the 
topic and question.”  The second step, horizonalizing, requires the 
researcher to initially treat every statement as having equal value and later 
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to delete irrelevant, overlapping or repetitive statements, leaving only the 
horizons.  The horizons are “the textural meanings and invariant 
constituents of the phenomenon.”  The next step entails the clustering the 
horizons into themes.  The researcher concludes the process by organizing 
the horizons and themes into a coherent textural description of the 
phenomenon.  “Such a description, beginning with the epoche and going 
through the process of returning to the thing itself…facilitates clear 
seeing, makes possible identity, and encourages the looking again and 
again that leads to deeper layers of meaning” (Moustakas, 1994 p. 96). 
• The fourth step in the data analysis process is imaginative variation.  The 
job of imaginative variation is to search for potential meanings by using 
imagination, varying the frames of references, calling upon polarities and 
reversals, and approaching the phenomenon from differing perspectives 
(Moustakas, 1994).  The goal is to “arrive at structural descriptions of an 
experience…in other words the ‘how’ that speaks to conditions that 
illuminate the ‘what’ of the experience” (Moustakas, 1994, p.98).  Thus, 
Moustakas (1994) poses the question: “How did the experience of the 
phenomenon come to be what it is?” (p.98).  These textural descriptions 
gathered through the phenomenological reduction process are used in the 
task of imaginative variation to derive structural themes (Moustakas, 
1994, p. 99).  The individual themes and the themes that emerge during 
the imaginative variation are used to formulate a revised list of themes for 
each individual participant. 
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• The final step of data analysis in a phenomenological study is synthesis of 
meanings and essences.  It is in this step that the researcher integrates the 
fundamental textural descriptions, structural descriptions, imaginative 
variations, and the already developed revised themes into a combined 
description of the essential structures of the experience.  The co-
investigator creates “a unified statement of the essences of the experience 
of the phenomenon as a whole” (Moustakas, 1994, p.100).  By integrating 
each participant’s individual experience, composite essential structures 
emerge depicting the essence of the lived experience of mothers 
recovering from substance use disorders as they participate in a time-
limited art therapy group. 
3. Following the individual data analysis, is the composite data analysis portion, where 
the data gathered from all previous individual stages was reanalyzed to determine the 
collective results.  The significant statements and meaning clusters, as well as the 
revised themes, and textural and structural descriptions of each participant were 
studied.  Those that were in agreement between the two participants were aggregated, 
clustered, and identified with new meaning units and themes.  The remaining steps 
for data analysis in this stage were based on theses composite meaning clusters and 
followed the same phenomenological process as previously described: composite 
textural description, composite imaginative variation, composite revised themes, and 
composite structural synthesis of meanings and essences, for the participants, 
collectively. 
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4. Following the analysis of the data, the researcher contacted the participants to review 
the preliminary analysis of the data from the study.  This interaction enabled the 
participants to validate or amend the information gathered by the researcher to ensure 
their experiences were transcribed accurately.  This final session was conducted via 
telephone and lasted approximately 20-30 minutes. 
5. Lastly, the researcher finalized the information gathered from the study.  Any changes 
or additional information communicated by the participants during the validation 
interview was added to the study.  Data that the participants felt were falsely 
representative was corrected in the final draft of the written study. 
 
Operational Definitions 
Phenomenology: Phenomenology is a method of qualitative research.  It emphasizes the 
individual’s subjective experience and meaning of a phenomenon or experience.  The 
researcher is focused on understanding how individuals create and understand their 
everyday experience (Mertens, 2005).  
Open-Ended Responsive Interview: For the purpose of this study, an open-ended 
responsive interview is one in which broad-based, open-ended questions are prepared and 
subsequent probative questions are asked pursuant to the participant’s responses and the 
objectives of the study.  The purpose of the interview is to gain an in-depth understanding 
of the lived experience of the participant relevant to the phenomenon being studied.  For 
this reason, the researcher is not limited to the prepared questions as the nature of this 
type of interview is meant to be responsive to the participant’s experience.   
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Simulated Brief Art Therapy Group: This study will utilize a simulated art therapy group 
experience.  The two groups will run as brief, meaning time-limited, sessions as opposed 
to on-going treatment.  The group will begin with a brief introduction to art therapy 
followed by a check-in/go around with the participants.  A topic for the art making will 
be derived from the check-in and the participants will be asked to create artwork in 
response to the topic.  Lastly, there will be a discussion of the process followed by clean 
up.   
Art Making:  The process of utilizing art media to creatively represent and express 
thoughts, feelings, and physical experiences.   
Addiction:  Addiction is characterized by the repeated, compulsive seeking or use of a 
substance despite adverse social, psychological and/or physical consequences. A wide 
range of substances, both legal and illegal, can be abused addictively (NIDA, electronic 
source, February 19, 2008). 
Drug Dependency:  Drug dependence is characterized by impaired control over the drug, 
preoccupation with use, continued use despite negative consequence, and sometimes 
evidence of physical dependence on the drug.  Various factors, such as your personality, 
your genetic makeup and peer pressure, affect your likelihood of becoming addicted to a 
drug (Mayo Clinic, electronic source, October 5, 2007). 
Substance Use:  The use of a substance, to modify or control ones mood or state of mind 
in a manner that is illegal or harmful to self or others, is considered problematic use, or 
abuse.  Some examples of the potential consequences of harmful use include accidents or 
injuries, blackouts, legal problems and sexual behavior that increase the risk for HIV 
infection (NIDA, electronic source, February 19, 2008). 
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Possible Risks and Discomforts to Participant 
 The risks and discomforts in this research study were considered minimal.  There 
might have been some minimal anxiety as a result of creating artwork and answering 
personal questions regarding their treatment process and some potentially personal 
history in the presence of others.  Participants however, were familiar with the process of 
being in group therapy and discussing their current life situations.  There was a 
possibility of moderate anxiety for the group members regarding engaging in a 
potentially new therapeutic approach with a co-investigator with whom they have had 
limited contact, as well as during the individual interview with her.  Participants may or 
may not have had prior experience with group art therapy and therefore might have been 
mildly anxious to engage initially in the process. 
 
Special Precautions to Minimize Risks or Hazards 
The simulated brief art therapy group format was not unfamiliar to most of the 
participants in this study since much of their therapy is conducted using a verbal group 
therapy model.  Furthermore, the two group art therapy sessions occurred at their 
regularly scheduled group therapy times, which created little disruption to their normal 
therapeutic routine.  The participants were recruited on a volunteer basis and of their own 
volition.  Participants were only offered a non-monetary stipend for their participation to 
reduce the risk of having cash-in-pocket and potentially triggering participants to buy 
drugs and/or alcohol.  The risks of the study were also minimized by careful 
consideration of the structure of the art making process and the use of metaphor.  
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Additionally, to help minimize possible anxiety about creating artwork, the participants 
were informed that they were not evaluated based on their artistic abilities and that the 
primary concern of the researcher was their experience of creating artwork and the 
thoughts and feelings that surfaced throughout the process.  Healthy ego defenses were 
supported through the use of structured art materials, the use of metaphor, and within the 
safety of a familiar therapeutic environment.  Participants were also given the option not 
to complete the art directive if it made them too uncomfortable.  If they refuse, the 
participants would have been asked what factors contributed to their decision not to 
complete the artwork.  These participants would be asked to remain in the group and 
participate in the next segment of the group, the discussion.  The participants’ familiarity 
of the treatment center setting and the other group members aided in providing additional 
support for the participants during the data collection process.  The participants were also 
reminded that their identities were kept completely confidential throughout the study.  
In the event that the participants became inconsolably anxious during any part of 
the data collection processes, they would have been referred to their primary counselor at 
the Program.  Participants were informed that they could have chosen to exclude 
themselves from the study at any time, thereby voiding any information collected during 
the meetings with the co-investigator.  Lastly, they were also made aware that they could 
have refused to answer any question asked by the researcher. 
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CHAPTER 4:  RESULTS 
Major Findings 
In this chapter the major findings of the analysis of the data collected in the study 
from the two adult female participants in which they reflected upon the experience of 
their art making is presented.  The data were collected as part of a phenomenological 
exploration of the cognitive and emotional lived experience of mothers recovering from 
substance use disorders as they participated in a time-limited art therapy group.  The 
transcribed content of the open-ended responsive individual interviews was analyzed 
using the four stages of phenomenological data analysis, as described by Moustakas 
(1994) resulting in the identification of the essential structures of the phenomenon for the 
participants both individually and collectively.   
The research question for this study is: what is the lived psychological experience 
of mothers in a gender specific outpatient substance use disordered art therapy group?  
The resulting composite essential structures of the phenomena are: (1) creation and 
verbalization of artwork revealed the participants’ struggles with an ambivalent sense of 
self or poor self-concepts and the need to seek approval from others; (2) an underlying 
sense of deprivation and loss and a simultaneous preoccupation with attempts to fill the 
void from external sources; (3) creation and discussion of the artwork allowed for open 
expression and identification of uncomfortable or painful thoughts and feelings despite 
defenses used against such feelings; (4) objectification gained by creating and discussing 
artwork led to concretization of thoughts, feelings, and behaviors regarding past 
memories as well as future goals which increased self-awareness, leading towards 
internalization and acceptance of artwork as an extension of self. 
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Participants 
The study was originally designed to include five (5) participants who were active 
outpatient clients from the SUD Program.  Five participants were initially enrolled 
however only two participants completed the entire study.  During the announcement of 
the study and the passing out of the flyers, one uninterested client, who checked “NO” on 
her flyer, erroneously wrote her name on the second page of the collected flyers, this 
sheet was subsequently shredded to protect her anonymity.  One enrolled participant 
withdrew from the study prior to the first simulated brief art therapy group session 
because she had to attend a conference for her child scheduled at the same time.  As a 
result there were four participants in the first simulated brief art therapy group session.  
At the end of the first group session another group member informed the co-investigator 
that she would not be able to participate in the second group session due to her having to 
appear in court on that day.  Thus, the second simulated art therapy group session 
consisted of three participants.  During the scheduled time for the individual interviews, a 
third group member did not return to the program and therefore did not participate in the 
interview.  Consequently, the data were collected from the remaining two participants, 
subsequently referred to as Participant 3A and Participant 4B.  The demographics of the 
two participants were as follows: 
• Participant 3A is a 25-year-old, Caucasian, unmarried, mother of one child (3 months 
old)  
• Participant 4B is a 24-year-old, Caucasian, unmarried, mother of one child (3 months 
old). 
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Presentation of Data 
The four stages of data analysis in phenomenological research, according to 
Moustakas (1994), are epoche, phenomenological reduction, imaginative variation, and 
synthesis of meaning and essences of the phenomenological experience.  The 
presentation of the data analysis follows the guidelines described by Moustakas (1994), 
which are described below.  The data analysis was repeated in its entirety for Participant 
3A and Participant 4B, individually.  Once the data were analyzed individually, a 
composite data analysis was performed to arrive at the essential structures of the 
experience representing both participants. 
Generalized Summary of Steps Taken in Presentation of Data 
Transcription of Open-Ended Responsive Individual Interview 
The data collected via digital audio recording were transcribed by the co-
investigator, verbatim. 
Data Analysis Stage 1 - Epoche 
In epoche, Moustakas (1994) challenges the co-investigator to perform an 
exercise of “setting aside our prejudgments, biases, and preconceived ideas about things” 
(p. 85) in order to give us an “original vantage point, a clearing of mind, space and time” 
(p.86). 
The co-investigator performed the practice of epoche as a secluded meditation for 
approximately 15 minutes at two specific points in this study— the first time was before 
the data collection interview, the second was before the data analysis.  
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Data Analysis Stage 2 - Phenomenological Reduction 
Phenomenological reduction is further broken into the four processes of: 
1. Bracketing: 
The verbatim transcription was reviewed and all statements that were 
relevant to the study were highlighted (bracketed) and all other statements 
made by the participant were set aside. 
2. Horizonalizing: 
In horizonalization, the remaining bracketed statements were listed and 
treated each as having equal value to the others “to disclose its 
[phenomenon] nature and essence” (p. 95).  Statements irrelevant to the 
topic and question and all overlapping or repetitive statements were 
deleted, leaving only the horizons.  Moustakas defines horizons as “the 
textural meanings and invariant constituents of the phenomenon” (p. 97).  
Horizons are also called invariant horizons or meaning units of the 
experience. 
3. Clustering the horizons into themes: 
The horizons were clustered into “core themes of the experience” (p. 121).  
The themes and corresponding statements were organized and presented 
as meaning units in a table format. 
4. Organizing the meaning units and themes into a coherent individual textural 
description: 
Using the themes from the meaning units, an individual textural 
description of the experience was constructed (p. 121).  Verbatim 
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examples were extracted from the transcription of the responsive 
individual interview (p. 121). 
Data Analysis Stage 3 - Imaginative Variation 
The textural descriptions derived from the phenomenological reduction process 
were utilized to create a story that described the underlying phenomenon.  The process of 
imaginative variation seeks “possible meanings through the utilization of imagination, 
varying the frames of reference, employing polarities and reversals, and approaching the 
phenomenon from divergent perspectives, different positions, roles, or functions” 
(Moustakas, 1994, p. 97-98).  The goal is to arrive at “structural descriptions of an 
experience, the underlying and precipitating factors that account for what is being 
experienced” (Moustakas, 1994, p. 98).  Resulting from the textural descriptions and the 
process of imaginative variation, revised themes emerged as a list of structural qualities 
of the experience. 
Data Analysis Stage 4 - Structural Synthesis 
The final stage of individual data analysis was the individual structural 
description of the phenomenological experience.  This description was created by 
integrating the individual textural description, imaginative variation, and revised themes 
gathered in the previous stages of data analysis resulting in the essential structures of the 
phenomenon for each participant. 
Data Analysis Stage 5 - Validation Interviews 
As a matter of procedure, individual validation interviews were conducted 
immediately following the analysis of the data.  Each participant is to be contacted with 
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the essential structures of her experience, which emerged from the data collected during 
the study, in order to insure its validity. 
Data Analysis Stage 6 - Composite Data Analysis 
During the composite data analysis portion, the data gathered from all previous 
individual stages were reanalyzed to determine the collective results.  The significant 
statements and meaning clusters, as well as the revised themes, and textural and structural 
descriptions of each participant were studied.  Those that were in agreement between the 
two participants were aggregated, clustered, and identified with new meaning units and 
themes.  The remaining steps for data analysis in this stage were based on these 
composite meaning clusters and followed the same phenomenological process as 
previously described: composite textural description, composite imaginative variation, 
composite revised themes, and composite structural synthesis of meanings and essences, 
for the participants, collectively. 
 
Participant 3A 
Meaning Clusters of Significant Statements:  Participant 3A 
Table 1 
Meaning Units:  Initial Themes and Verbal Statements Derived from the Individual 
Interview 
Meaning Units Verbal Statements 
Instant mental image 
of artwork 
 I knew immediately what I wanted to do like it wasn’t a 
thought I knew exactly how I felt and how I saw my 
addiction, 
 This was just the first thing that I saw; just the first thing 
that came to my mind is what I drew.  When you said it, I 
didn’t try to make it anything else, I didn’t try to make it 
more or less than it should be I just drew the 1st thing that I 
saw. 
 I think once I got in my head what I felt, what I felt with 
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what you said, it was easy to put it all on paper because I 
saw it.  [It was like] I didn’t see this one thing right here 
and then I guess I’ll add this; this is what I saw all at once 
[the complete image]. 
Retention of mental 
images of artwork 
and reflection on 
artwork & art 
making process 
 Um, yeah this one [pointing to artwork #2] this picture I’ve 
been thinking of at least 10 times a day, since we did it. 
Yeah and I don’t know where it came from but all I kept 
thinking about is probably most people would have taken 
this and done it this way [participant picks up paper and 
holds it up in front of her], you know, looking out and 
seeing her future 
 I really liked this [pointing to artwork #2] I should have did 
this a long time ago because now when I see- now when I 
have, let’s say I have the thought to go back out and use, 
this is what I’m going to see and when I have thoughts of 
being lazy and not doing what I’m supposed to do this is 
what I’m going to see and I already know that.  I already 
know that this is what I’m going to see for a long time.   
 This one I didn’t really think of until the next day, but 
afterwards I never thought I would think about a piece of 
paper so much. I never thought I’d think about something 
that I drew so much…I mean into dinner time, into before I 
went to sleep, into the next morning like that’s what I’ve 
been thinking about.  This picture [pointing to artwork # 2] 
I see it all the time now… 
 Do we get [to keep] these [artworks]? Because I would 
really want to talk to [participant’s counselor] about it. 
 I think both of these sum up my addiction, in 2 pictures it 
sums it up. Not knowing what it was doing to me, the 
beginning of my addiction to the end of my addiction and 
my recovery. 
Sense of relief/ 
release through art 
making process; 
“happy” & “good” 
feelings 
 Both of them [referring to artworks] I felt, I felt like I was 
really releasing something,  
 To draw it and put it on paper was ya know it made me feel, 
actually made me feel happy,  
 I felt happy to be able to see it and explain it & really I was 
doing that for myself. You know? …but it was more to let 
me explain it to myself stuff I already knew but to say it out 
loud. 
 I was excited about this one, this one made me feel good. 
 But this one I was, felt good to see it.  I knew that this was 
the truth but I never got to see it so after I was done drawing 
it was good to put a picture to the way I felt [referring to 
artwork #2]. 
 I think this one [pointing to artwork #2] is, the picture of it 
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is exactly 100% the way I feel, when I explain it to myself.  
 And for me to have figured that out and for me to draw it 
makes me feel good.  
 But with me when I was explaining it to the group, I think I 
explained it to myself. You know, like words were coming 
out sometimes that I wouldn’t have even thought of that 
that’s what that meant what I drew. I found that interesting. 
Session as a positive 
experience; neat, 
gained something, 
self-understanding 
 
 I thought it was pretty neat…I wish we could have had you 
tell us what it meant more… 
 I thought it was neat, I would do it again  
 It’s really good to look at both of these and know that it’s 
me and it tells me about me. 
 It was important that I understood what I did.  It was 
important to me that I got something out of it. 
Desire for more 
time/discussion 
Attention of others 
 We didn’t really have enough time for them, for us to all 
explain what we all felt about each other’s [artwork].  
That’s what I’m sayin it should have been longer, they 
should have gave you more time with us.  So we could give 
each other more feedback 
 Yea I wish you could have been here longer; I wish we 
could have gotten more in-depth. 
 But then a lot of the time a lot of the girls [referring to other 
group members] were just talking about other stuff instead 
of what we were there for too ya know? It just went on. 
 …it was just not enough time. 
Searching for 
meaning in artwork, 
wants co-
investigators 
comments on her 
artwork 
 
 Yea, but to have [a] pair of eyes, someone who knows what 
their talking about, is, is neat  
 Like when you were talking about the other girls trees I 
said, “Wow, I would have never thought about that.”  Like, 
if that were my picture I would have never thought well 
could that mean something? [Or] Does that mean anything 
at all?   
 And even though she [pointing to her baby] was crying this 
day, I really did mean to not finish coloring like that, like I 
don’t want you to think that I didn’t finish. 
 I really, the whole thing- I really wanted to hear what you 
thought about them, you know, but mostly we just talked 
about it and I wanted you to tell us what you saw because 
you’re the therapist, 
 Do you do that? Can you do that when we’re done [this 
interview]? Because I really want to hear what you think.  
 Yeah, I want to know what you think…unless it makes you 
uncomfortable. I like, basically what I mean, is like what 
you did with the trees well what else could this mean? Like 
unless you don’t see anything… 
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 Is the sign what you see, like the first thing you see?  All I 
see is this person right up to here [pointing to artwork]. 
 This one [artwork #2] I just thought it should be bolder. 
Like more [emphasis] on [pointing to areas colored with in 
marker in artwork], less on [pointing to penciled areas in 
artwork], you know, just to see what was important…that’s 
really what I thought with using the markers, was the 
importance of [pointing to artwork] should be colored and 
that’s all you should see so I did this inside yellow and 
orange because it’s happy in there, it’s happy in the house 
and when you’re in that happiness you don’t have to look 
outside and you don’t have to think about what’s going on 
outside 
Acceptance & 
understanding her 
SUD  
 
 Well, I knew when I was drawing this one [pointing to 
artwork #1], that as bad...you know…as it had gotten for 
me, I wouldn’t change it, because it made me who I am.   
 Ya know, I wouldn’t change anything. 
 I wouldn’t, I would change where…the situations that I got 
out of doin’ the drugs I did, but if I had to go back I would 
want to do it again…Now I have a child and now I’m gonna 
be a stronger person and if anybody else in my life ever has 
a drug problem I can understand it. 
 You know like that kind of thing, and until the very, very 
end you know until basically until she [daughter] was born 
and law came into my life and somebody, it wasn’t 
somebody - it was me, but somebody was making me not 
do it [use substances], because I could go do it now if I 
wanted to, but somebody was making me not do it. 
Feeling like a child; 
desire be dependent 
on others 
 But, this one [pointing to artwork #2] showed me a lot 
about myself.  ‘Cuz now, now when I…I’ve always known 
that I revert back to you know the, the child and I would 
rather somebody else take care of me than to move forward 
with my own life and  
 So as soon as you said that, I saw like if that were my 
picture [referring to another group members artwork] I 
would have thought they’re my mother and father. You 
know like even out in this bad, bad part I still have a 
foundation I still have 2 strong people who no matter what 
were still there next to me.   
 But when I came home, each day after I came home, it got 
easier and easier to be a kid again.  
 Then in August I called my mom and said ‘can I come 
home? I know I’m going to need help I know it’ and thank 
God she let me come home 
 …like she’ll never be able to be out on her own ‘cuz she 
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screwed up too much already [referring to artwork #2].   
 But none of them have a mature, none of them are mature.  
I don’t see any of them mature [referring to figures in both 
artworks]. 
Wanting or feeling 
the need to be 
independent 
 But to go on with real life and getting a good job and being 
a good mom and paying the bills and making sure 
everything is done on time, and [that] she’s eaten [pointing 
to her daughter]. Is something that I do but to think of doing 
it on my own in 5 years and being, what’s the word? Stable, 
in 5 yrs or being out on my own is scary to me.  
 But my mom she kicked me out on my 15th birthday and I 
moved in with my boyfriend and I lived with him until I 
was 18.  When I moved out I moved to Upstate NY, 7 hours 
from here, and I finished High School up there and did 2 
years of college and through that me and my mom’s 
relationship became better from me being far away and she 
says to me “do you want to come home?”  
 So I came home when I was almost 20 and maybe I 
shouldn’t have…because at least up there I was on my own 
I was living in a girl’s dorm but I was growing up.  
 You know? It’s true you can’t go home again because every 
time I came home again it’s be a little bit different it makes 
me feel a little bit less of a person too  
 Because I see I know most people at 25 years old have their 
own place at least, AT LEAST.   
“Pleasing” as a 
theme she identifies 
in her artwork 
 I see a kid, like a young kid like a really young me, trying to 
please somebody [artwork #2] like excited about climbing 
this rope ‘cuz it’s gonna please somebody. I don’t know 
why? I know it’s a rope of drugs [referring to artwork #1]  
 I don’t know why but I just see me trying to please 
somebody.   
 Like, do it as fast as I can I don’t know, I don’t know why I 
see that and then…what was the question? 
 I’d say my dad, trying to please my dad, 
 When you said that, that’s what I thought of…but more to 
please myself.  Like um, not letting myself feel any bad 
emotions. I’m pleasing myself with the drugs pleasing 
myself for an hour while I’m high. 
Feelings of anxiety 
regarding her future: 
being stable, on her 
own, not failing, 
being happy 
 But to go on with real life and getting a good job and being 
a good mom and paying the bills and making sure 
everything is done on time. And [that] she’s eaten [pointing 
to her daughter]. Is something that I do but to think of doing 
it on my own in 5 years and being, what’s the word? Stable, 
in 5 years or being out on my own is scary to me. 
 She’s scared [referring to artwork #2]. I think she’s scared 
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of failure. Scared of letting people down, once again.  
 At least for right now, it could be the good part of recovery 
or the bad part the part where I’m hiding from my future or 
the part where I just don’t know what it holds.   
 ‘Cuz you know I’m trying to hide what it holds. 
 Which just shows me how much, before this picture, how 
much I actually did think about me being scared of the 
future  
 Which is weird it tells me how scared I am about it, it tells 
me how much anxiety I have about it [the future].   
 Like I never realized how much I think of how scared I am, 
but now when I do, this is what I see so I know I’m thinking 
about that at least 10 times a day. 
 Me, drawing it this way so you can’t see what’s out there 
[out the window; representing future, ‘outside’ pressures], 
is exactly 100% the way I am.  
 …and that’s all you should see so I did this inside yellow 
and orange because it’s happy in there, it’s happy in the 
house and when you’re in that happiness you don’t have to 
look outside and you don’t have to think about what’s going 
on outside 
 I can’t see anything out there; you know I can’t see the 
outside so I left it blank. 
Thoughts of negative 
effects related to her 
SUD: DYFS case, 
loss of license, job, 
college degree, 
preferred future job, 
money, possibility of 
losing her child, & 
withdrawal 
symptoms  
 Because living with my soon-to-be mother-in-law, it was 
me, him, her and he has a 6 year-old son and her other son 
who is 15 now it was a 2 bedroom condo.  So if DYFS 
would have came there now see at that point she, his mom, 
has a bad back so she sleeps on a recliner in the living 
room, so she doesn’t have a bedroom, that’s the way she’s 
always been for years, then his brother has his own room 
since he’s 15 and then me and [boyfriend’s name] had the 
one room and [his other son] he was 5, and slept in the bed 
on the other side of the room¸ it was a big room.  But if 
DYFS would have came in there they would have took her, 
they would have taken her.  You know? 
 And now I’ve lost my license from all the tickets I wasn’t 
paying because I was using the money other places 
 I lost my job because I was pregnant. 
 But what they were trying to do was trying to get me fired 
and make it my fault so that they didn’t fire me because I 
was pregnant.   
 So I was like, you know, if I wouldn’t have started doing 
the stuff I was doing [drugs, & drug activities] I would still 
have a job or at least be at a job where they give you a leave 
and you’re paid for it, 
136 
Meaning Units Verbal Statements 
 I wouldn’t still be waitressing. It’s just a lot of little things.  
I would have finished college… 
 Now that I have this DYFS case- I got a letter in the mail 
saying that I will have “neglect” on your record so you 
can’t work with children and what I always wanted to do 
was be an art teacher. 
 I love how I don’t have to wake up in the morning and feel 
sick if I don’t have it and figure out a way to get money. 
Thoughts of 
traumatic life events: 
unspecified 
childhood events, 
physically abusive 
relationships, kicked 
out of home on 15th 
birthday.  
 Like I know there was a lot of stuff that I went though as a 
kid and even as an early teenager that probably was 
traumatizing but to me it just seems normal, a lot of stuff 
just seems normal.   
 The guy, my first boyfriend, the one I moved in with when I 
was 15, he used to beat the crap outta me every day for 3 
yrs. I thought it was normal like I just thought well that’s 
because he loves me and I thought every girl, every 
teenager, goes through this. 
 Stuff that I probably should deal with but it just, it maybe it 
just doesn’t seem to have hurt me, when I know deep down 
that it probably does but right now it’s just not something I 
would cry over, it’s not something that I feel. 
 My mom she kicked me out on my 15th birthday and I 
moved in with my boyfriend and I lived with him until I 
was 18.  When I moved out I moved to upstate NY, 7 hours 
from here and I finished HS up there… 
 I can picture the day my mom kicked me out, I can picture 
myself leaving but I can’t I can’t tell you that it was the 
worst day of my life because I can’t remember how I felt. 
Inability to 
remember 
events/feelings 
related to events 
 I can picture the day my mom kicked me out, I can picture 
myself leaving but I can’t I can’t tell you that it was the 
worst day of my life because I can’t remember how I felt. 
 But I told [counselor’s name] before that for some reason I 
can’t remember my life. Like, I can’t tell you how I was 2 
years ago, I can’t tell you how I was at 5, I can’t tell you 
one teachers name in any year of schooling, can’t tell you 1 
teachers name. 
 But sometimes I can picture it but I don’t remember how it 
feels. 
 I don’t remember how I felt last week like I can tell you 
what I DID but I can’t tell you who I was. 
 I don’t know why I’m like that; I’ve always been like that. 
 I don’t know whether that has something to do with it, can’t 
have something to do with drugs because I can’t remember 
when I was 5 and I wasn’t doing drugs at 5. 
 But you know how some people can tell you who their 
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kindergarten teachers’ name was and can remember the day 
that they drew the pink elephant? 
 I can’t tell you that stuff, I don’t know that stuff and 
 I know when I’m 30 I’m not going to remember how I 
felt…  
 I think it’s more of I don’t remember how…I’m sure if I 
remember how I felt in those situations I would remember 
those situations 
 But I don’t have any feelings from the past and I don’t 
know why that is. 
 I think, I don’t know, I don’t know why my mind does that 
to me. 
 But I think if I could remember how I certain things made 
me feel I’d remember them but even the happiest day to the 
worst day I can’t remember how I felt so I can’t remember 
it. 
 Like I can picture the day my mom kicked me out, I can 
picture myself leaving but I can’t, I can’t tell you that it was 
the worst day of my life because I can’t remember how I 
felt.  
 I don’t know I wish I could remember more things. 
 …I thought about what I was telling you earlier how I can’t 
remember things… which, ‘cuz maybe I can’t picture 
myself then because I can’t remember.   
Fear of being judged 
by others, critically 
or complimentary 
 I’m not, I was never one to um, take criticism or 
complements like I can’t stand it, like either or.  Like I 
know somebody said something about this one while I was 
doing it [pointing to artwork] and I didn’t say anything 
back. 
 I just can’t, you know like…I’ve always been, 
 My senior year in HS they had a senior art show…and I had 
made a- it took me 8 months to make this pizza, and we had 
started out with a board and I put chicken wire over it and 
then I put, you know, the mâché all on it and then I made 
toppings out of Styrofoam and I used sawdust and red paint 
for the sauce and glue and yellow paint for the cheese and 
then we carved the, you know, the wooden boards that you 
use to get it out, we cut one piece off and screwed it on and 
I had it in the art show it took me 8 months to finish it…you 
know, I really took my time and one of the Italian teachers 
in school offered me $300 for it, they wanted it for their 
kitchen. It was about this tall and this wide when it was all 
done.  And like my teacher had came up to me and says, 
“so-and-so wants to buy it” and “so-and-so says this…” and 
I said I don’t want to sell it, because what if they bring it 
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home and other people don’t like it.  Like that’s what I was 
thinking even though I’d never see it again 
 Then during the art show you’re supposed to stand by your 
work and I didn’t.  I just hid I stayed by one of my 
girlfriends because I just couldn’t take people seeing me 
and seeing what I did at the same time.  Didn’t want it. 
Judge… 
 It wasn’t about the picture, well I guess it was…somebody 
[in the art therapy group session] said “she’s getting all 
artistic on it,” or something, it was nice though, like it was a 
nice thing. It was like wow! She’s really pulling that, but I 
just kept drawing like I didn’t hear them or that I didn’t 
really know that they were actually talking about me, 
 I think it was [group member name] and she was looking at 
it and I was getting nervous while she was looking at it, 
made me just want to get it done faster 
 
Past denial of 
severity of SUD, 
perceived control 
over SUD while 
actively using 
 Well this one [pointing to artwork] it kind of tells me, even 
when…they say marijuana is a gateway drug and I started 
smoking when I was 13 and I started drinking when I was 
14 and it kept going and going and going and leading up to 
as far as it led up to and I always thought that I had control, 
I always thought I wasn’t like that person because I wasn’t 
sticking a needle in my arm.  You know, I wasn’t a junkie 
because I wasn’t sticking a needle in my arm and I wasn’t a 
crack-head because I wasn’t smoking it. 
 I didn’t see how far I had got and it’s like this [pointing to 
artwork], I can keep going climbing this rope but until the 
very end, I’m not seeing that I’ve killed myself.   
 You know? That’s what…every time I did a drug it was 
taking the pain away and until I stopped doing it did I 
realize that I had just postponed the pain and created more 
of it so the further I went, the more I was hanging myself.   
Guilt associated with 
SUD, hiding SUD 
from family 
 Oh ok… and more than dead, this one just feels like there’s 
no way out.  There’s just no way to fix everything that went 
wrong,  
 Which kind of relates to her [pointing to artwork #2] like 
she’ll never be able to be out on her own ‘cuz she screwed 
up too much already.   
 I don’t know but at the same time hiding it so that my 
parents, my family, are still happy with the person they 
think I am.   
 I hid it for a long time, I remember my dad coming over 
when I was 22. Him coming over to my mom’s house and 
taking me outside in his truck and saying [name] are you 
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doing drugs?  I said no dad, I take Tylenol PMs at nighttime 
that’s why…because my brother…I had taken so many 
Percocets that I had knocked myself out on the couch, I was 
knocked out.  And the next day my brother called my dad 
because he said my brother told my dad this, and I didn’t 
know he told my dad this happened, he says [subject’s 
name], my brother said what was wrong with you last night. 
And I said what are you talking about?  He says well you 
weren’t breathing right on the couch.  And I said oh yeah I 
had taken Tylenol PMs.  He says no you didn’t.  He says 
‘cuz you weren’t breathing right, I tried to wake you and 
you wouldn’t wake up so I slapped you across the face and 
you still didn’t wake up.   
 I went in my room and started crying.  Like that was bad.  
 No, I wasn’t taking Percocets that night I was takin’ 
OxyContins.  That’s what it was.  It more scared me that he 
saw me that way but it didn’t scare me of the drug ‘cuz I 
just figured oh I did too much.  But it just scared me that he 
had to see me that way. That I hurt him, not myself. 
 Like even after that, my dad the next day said are you using 
drugs and I told him “No.” 
 My dad says well if you weren’t doing drugs then you’ll go 
to Kennedy [Hospital] in Cherry Hill for like a 3-day detox.  
And I said ok, I’ll go. And then I went there to make 
everybody think that I was doing something positive you 
know and they would get off my back. 
 And then the day my dad came and picked me up from 
there, we were driving down 73 and I was going home and I 
could not wait for him to drop me off so I could get in my 
car and go get my pills, could not wait. 
 So I always have this second motive, or I don’t know how 
to say it like… 
Not wanting her 
artwork to be 
influenced by other 
group members 
(participants) 
 Well I knew that I shouldn’t be looking at their paper before 
I figured out what I was going to draw because I knew that 
would influence me.   
 Which I think some was part of other peoples. Like I knew 
that some of the other ones were the same look, and I didn’t 
want to do that and I knew that if I looked… 
 Or…as soon as you said what to draw…a couple minutes 
later you would say well if you see a bridge going you 
know, from the beginning to the end and I, I just tuned you 
out because I knew if I heard what you were going to say it 
would influence what I was going to draw.   
 No I didn’t really, while I was doing mine I didn’t look at 
theirs but the first day when all 3 of them had the same 
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picture I was like ‘wow, did I do this right?’ 
Lacking connection 
with group members, 
being able to relate 
to others’ artwork in 
some aspects, & 
wanting familiarity 
with other members 
 I think it was good people that were in it.  
 You know, everybody who signed up obviously wanted to 
participate.   
 I wish [another client who had to drop out) would have 
been in it though.   
 I just hope that the other girls really thought about it too, 
and I just wish that everybody here could have done this 
and really “did” it, and not just drew something…you 
know?  
 Honestly, I don’t know, I just wish they would have got 
more into it. I really just don’t feel like they, I feel like one 
of the girls did.  She really drew what she felt but I feel like 
some of the other ones just copied or really weren’t into, 
really didn’t think about it long enough. 
 I wish they were so I could feel more and see more of what 
they felt. I just couldn’t really identify with some with what 
was drawn.  But it’s not about them for me; I guess it was 
just for me but… 
 I guess with them I was, I don’t know, I listened to what 
they said but I didn’t really identify with a lot of it.   
 I think we all understood each others’ [artwork], no matter 
what drugs or what our pasts were we could all relate to at 
least some part of it.   
 Didn’t really make any difference to me, it could have been 
in front of a regular NA meeting. And it would have 
been…[ok] but it’s nice I knew who they were and I knew 
what their names were and that I’ve been here for a little 
bit.  
 I guess it’s good that you had that, what was it?  That you 
had to be here for at least 2 weeks, or 1 week, so that you 
could kinda know who was in the room with you. 
 It was easier because I knew 2 of them for a little while and 
then the one girl who’s not here anymore; she had just 
started so I didn’t really know her but when I was 
explaining stuff I could look at the two I had talked to for a 
few weeks so it was easier to talk about it knowing that they 
at least knew who I was. 
 Not really, I mean we all have the same hopes and fears.  
We all hope to stay clean, we all hope to be good moms, we 
just have different views of the same things we went 
through, all of us see a little bit different. 
Desire for support 
and understanding 
from group and 
 Whereas there’s people in my life, in my family, who never 
had a drug problem, who just don’t understand sometimes, 
ya know?  
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family  Like I’m glad that my father, he’s been sober for 17 years, 
I’m glad he went through what he went through at my age, 
because he’s somebody that can understand me, Ya know, 
whereas my mom can’t. 
 Honestly, I don’t know, I just wish they would have got 
more into it. I really just don’t feel like they, I feel like one 
of the girls did.  She really drew what she felt but I feel like 
some of the other ones just copied or really weren’t into, 
really didn’t think about it long enough. 
 
 
 
Textural Description:  Participant 3A 
The meaning units that were derived from the process of phenomenological 
reduction were: (1) instant mental image of artwork, (2) retention of mental images of 
artwork and reflection on artwork & art making process, (3) sense of relief/ release 
through art making process; “happy” & “good” feelings, (4) session as a positive 
experience; neat, gained something, self-understanding, (5) desire for more 
time/discussion attention of others, (6) searching for meaning in artwork, wants co-
investigators comments on her artwork, acceptance & understanding her SUD, (7) feeling 
like a child; desire be dependent on others, (8) wanting or feeling the need to be 
independent, (9) “pleasing” as a theme she identifies in her artwork, (10) feelings of 
anxiety regarding her future: being stable, on her own, not failing, being happy, (11) 
thoughts of negative effects related to her SUD: DYFS case, loss of license, job, college 
degree, preferred future job, money, possibility of losing her child, & withdrawal 
symptoms, (12) thoughts of traumatic life events: unspecified childhood events, 
physically abusive relationships, kicked out of home on 15th birthday, inability to 
remember events/feelings related to events, (13) fear of being judged by others, critically 
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or complimentary, (14) past denial of severity of SUD, perceived control over SUD while 
actively using, (15) guilt associated with SUD, hiding SUD from family, (16) not wanting 
her artwork to be influenced by other group members (participants), (17) lacking 
connection with group members, being able to relate to others’ artwork in some aspects, 
& wanting familiarity with other members, and (18) desire for support and understanding 
from group and family. 
Participant 3A describe immediate mental images of what she wanted to draw to 
represent both tasks given; ‘what does your addiction look like?’ and ‘your road to 
recovery’.  She explained that she saw these images in her mind right away and did not 
want to alter those immediate images by thinking about the topic too much more or being 
influenced by anything else.  She wanted to strictly represent what she initially saw in her 
mind, for each task, going with her first impulse.   
Referring to artwork #1, participant 3A stated that as “bad” as her drug use had 
gotten for her, she would not want to change it “because it made me who I am.”  She 
admitted that maybe she would have changed some of the situations her drug use got her 
into, however if she had to do it all again, she would.  She felt that she is going to be a 
stronger person for it now and that she will be able to understand if anyone else in her life 
has a “drug problem.”  She revealed that her dad has been “sober” for 17 years and she 
was “glad he went through what he went though” at her age so he was able to understand 
her.  She felt her second drawing showed her a lot about herself.  She stated, “I’ve always 
known that I revert back to…the child and I would rather somebody else take care of me 
than to move forward with my own life.”  Participant 3A then described that she has been 
thinking about her images a lot since she created them, especially this second artwork.  
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Even though they were not in front of her, she would see the images in her mind.  She 
stated, “It makes me feel older like, to understand myself.” 
Participant 3A described that as she participated in both art-making experiences, 
she felt like she was releasing something.  Something she had already known about 
herself but “to draw it and put it on paper was, ya know, it made me feel, actually made 
me feel happy.”  She felt like she was really doing that for herself, although she stated 
that this was all really supposed to be for the co-investigator, for her school; she felt it let 
her explain it to herself and say it “out loud.”  At this point in the interview participant 
3A stated that she wished the co-investigator “could have been here longer” at the 
treatment center and that she and the co-investigator “could have gotten more in-depth” 
in discussing the artwork.   
Artwork #2 seemed to elicit many thoughts, feelings, memories, and associations 
in participant 3A.  She stated that she has been thinking about this image “at least 10 
times a day” since she created it.  She could not help but think that “most people” would 
have represented the view out the window “seeing her future” (inside looking out) as 
opposed to the way she drew it, being on the outside looking in.  She stated, “But I don’t 
know in my mind why I did it that way and didn’t think twice about it, you know?  
Instead about looking at my recovery it’s more about life; I think being more scared of 
life than not recovery.”  Participant 3A said she is not scared of recovery; she loves 
meetings and loves not feeling sick in the morning if she does not have the drug and not 
worrying about how she is going to get money to get it.  She shared that what does scare 
her is being independent and self-reliant.  As she stated, “To go on with real life and 
getting a good job and being a good mom and paying the bills and making sure 
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everything is done on time, and [that] she’s eaten (pointing to her daughter). [It] is 
something that I do but to think of doing it on my own in 5 years and being, what’s the 
word? ‘Stable’, in 5 years or being out on my own is scary to me.”   
The previous discussion led to her stating that her mom kicked her out on her 15th 
birthday and she then moved in with her boyfriend until she was 18.  When she was 18, 
she moved seven hours away and finished high school there and went on to do 2 years of 
college as well.  Over that time, the relationship with her mom “became better” and her 
mom asked if she wanted to come home.  At almost 20, participant 3A moved back 
home.  She expressed mixed feelings about this choice as she felt living in the dorms at 
school she was growing up but being back at home “it got easier and easier to be a kid 
again.”  She added, “It makes me feel a little bit less of a person too because I see- I 
know- most people at 25 years old have their own place at least, at least!”  She stated she 
was living with her baby’s father for the past two years but recently, just before she had 
her daughter, she asked her mom if she could move back because she knew she would 
need help with the baby.  She felt this was the best thing because, where she was living, 
there was not enough space for all the people who lived there.  She said that if Division 
of Youth and Family Services (DYFS) had come there after her baby was born she feels 
her daughter would have been taken away.   
Participant 3A briefly discussed that she felt there were “a lot” of things that she 
went though as a kid and even as an early teenager that she felt “probably was 
traumatizing” but to her “it just seems normal.”  She disclosed that her first boyfriend, the 
one she lived with from 15 – 18 years old, used to “beat the crap outta me, everyday for 3 
years.”  She explained that she thought it was “normal” and felt it was something every 
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teenage girl goes through.  She felt like the traumas in her life are, “stuff that I probably 
should deal with but it just, maybe it just, seems to not have hurt me when I know deep 
down that it probably does but right now it’s just not something I would cry over it’s not 
something that I feel.”  Acknowledging that it is not something that she felt, led her to 
reveal that she “can’t remember” her life.  She does not think that it is due to her drug use 
because she stated that she cannot remember when she was five and she stated that she 
was not doing drugs then.  As she spoke about not being able to remember certain 
situations, she became more specific and stated, “I’m sure if I remember how I felt in 
those situations I would remember those situations but I don’t have any feelings from the 
past and I don’t know why that is; it’s really weird.”   
Participant 3A seemed to indicate that she kept to herself a bit during the group 
sessions; more so in the first session and then branching out a bit in the second.  She 
indicated that for the first artwork she used the crayons simply because they were in front 
of her and she said there was no real thought in her material choice.  However, for the 
second artwork she thought specific areas should be bolder, “just to see what was 
important” therefore she used markers to make certain areas stand out.  As participant 3A 
described her experience of creating artwork in the group setting she stated, “Well I knew 
that I shouldn’t be looking at their paper before I figured out what I was going to draw 
because I knew that would influence me.”  She went on to say that she felt other group 
members might have been influenced by each other because some of them had the “same 
look.”   
During the individual interview, participant 3A acknowledged being aware of 
other group members observing her while she was creating her artwork.  She stated that 
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she has never been one to “take complements or criticisms” and in fact she cannot stand 
it.  She verbalized, during the interview, that she heard someone say something about her 
artwork #1 during the group session and that it was positive but that she ignored it and 
quickly finished her artwork.  Participant 3A told the co-investigator that she pretended to 
not hear the other group participant or pretend that she did not know she was talking 
about her.  She then immediately recounted, to the co-investigator, an experience from 
her senior year of high school where she was in an art show.  She spoke in detail of the 3-
dimensional piece that she worked on for 8 months.  She said that one of the teachers at 
school wanted to buy it for $300 but she would not sell it “because what if they bring it 
home and other people don’t like it?”  She also stated that during the show she would not 
stand by her piece as the artists were supposed to because she did not want to feel judged.   
Creating the art for participant 3A allowed her to tell her personal story through 
the artwork during the interview portion of the data collection.  While referring to 
artwork #1, participant 3A shared with the co-investigator that she was 13 when she 
began smoking marijuana and 14 when she started drinking “and it kept going and going 
and going and leading up to as far as it lead up to.”  She admitted that she always thought 
she was in control, she felt that she “wasn’t a junkie because I wasn’t sticking a needle in 
my arm and I wasn’t a crack-head because I wasn’t smoking it.”  Participant 3A stated it 
was not until the “very, very end” when her baby was born and “the law” came into her 
life and made her stop using that she realized how far her drug use had progressed.  She 
related her feeling of not seeing what was going on, being blinded to the destruction of 
her SUD, to the image she created in artwork #1.  She explained, “I can keep going 
climbing this rope but until the very end, I’m not seeing that I’ve killed myself.”  Further, 
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she stated, “Every time I did a drug it was taking the pain away and until I stopped doing 
it did I realize that I had just postponed the pain and created more of it so the further I 
went, the more I was hanging myself.”  She listed some of the things she lost due to her 
SUD, for example, her license because she had tickets that were not paid because she was 
spending the money on drugs, she lost her job, she says she would have finished college 
and she would not have a DYFS case that may interfere with her future career goals.  She 
stated that she received a letter from DYFS and it informed her that she would have 
“neglect” on her record and that she would not be able to work with children and what 
she “always wanted to do was be an art teacher.”   
During the projective associative process in the individual interview, participant 
3A pointed to the figure on the right (artwork #1) and stated, “I see a kid like a young 
kid, like I really young me, trying to please somebody like excited about climbing this 
rope ‘cuz it’s gonna please somebody.  I don’t know why.  I know it’s a rope of drugs.  I 
don’t know why but I just see me trying to please somebody.”  She stated that the figure 
on the left is “more than dead, this one feels like there’s no way out.  There’s just no way 
to fix everything that went wrong, which kind of relates to her.”  Participant 3A then 
pointed to her second picture and stated, “Like she’ll never be able to be out on her own 
‘cuz she screwed up too much already.  But none of them (either picture) have the 
mature, none of them are mature.”  When asked who she felt the girl might be trying to 
please, participant 3A responded, “I’d say my dad, trying to please my dad, but more to 
please myself.  Like um, not letting myself feel any bad emotions I’m pleasing myself 
with the drugs; pleasing myself for an hour while I’m high.”  This self-identified theme 
of “pleasing” was further elaborated on by participant 3A.  She explained that she always 
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tried to hide her drug use from her parents and her family so that they would “still be 
happy with the person they think I am.”  She recounted a time when she was 22 years old 
and her dad asked her if she was using drugs and she said, “No.”  She had taken 
OxyContins® and her little brother found her “knocked out” on the couch.  He said she 
was not breathing right and he tried to wake her up and she would not wake up.  Her 
brother was scared and told her dad.  She stated, “It more scared me that he (my brother) 
saw me that way but it didn’t scare me of the drug ‘cuz I just figured ‘oh I did too much’.  
But it just scared me that he had to see me that way.  That I hurt him, not myself.”  After 
this incident her dad made her go to the hospital for a 3-day detoxification.  She said 
during the car ride home from the hospital she could not wait for her dad to drop her off 
so she could get in her car and go get her pills.  When asked what the people/objects 
might be thinking participant 3A replied, “She’s scared.  I think she’s scared of failure, 
scared of letting people down, once again.”   
When asked the question, “What was your experience sharing your artwork with 
the group and hearing other group members share their artwork?”  Participant 3A 
responded, “Honestly, I don’t know, I just wish they would have got more into it.  I really 
just don’t feel like they-I feel like one of the girls did, she really drew what she felt but I 
feel like some of the other ones just copied or really weren’t into-really didn’t think about 
it long enough.  Is that wrong for me to think that?  I wish they were [more “into” it] so I 
could feel more and see more of what they felt.  I just couldn’t really identify with some 
with what was drawn.  But it’s not about them for me; I guess it was just for me but...”  
Regarding the discussion portion of the group sessions, participant 3A generally felt like 
there was not enough time for all of them to explain what they felt about each other’s 
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artwork.  However, when asked if she felt the artwork aided in the group discussion she 
replied, “Oh, I think it helped a lot, I think it helped everybody open up.  Yeah, having 
something to look at and focus on and something a little bit more to explain.  You know, 
you could [have] ask[ed] the same question, “How does your recovery feel to you?”  And 
you’d get a totally different story if you hadn’t had a picture in front of you.”   
The experience of creating personal artwork in a group setting for this participant 
was one of increasing her spontaneous verbal expression.  Participant 3A found while 
explaining her artwork to the group that, “I think I explained it to myself.  You know, like 
words were coming out sometimes that I wouldn’t have even thought of that that’s what 
that meant what I drew.  I found that interesting.”  This process of learning about herself 
and being able to verbalize her thoughts and feelings spontaneously, during the art 
therapy group sessions was an experience that interested participant 3A.   
Imaginative Variation:  Participant 3A 
Once upon a time, there lived a very special young caterpillar named Wade.  
Wade’s life was not like most of the other caterpillars he knew and he seemed to kind of 
like it that way.  Wade’s friends would always talk with great anticipation about the day 
they would all get to build their cocoon, sleep for several days, awake to a beautiful new 
body with wings and fly away from home.  Wade thought he must be different than his 
friends because he never really thought about becoming a butterfly; nor did he care to 
build a cocoon or fly away from home. 
Wade pondered with a cynical yet apprehensive tone, “Why would I want to be 
crammed in a cocoon anyway?  What if I couldn’t breathe in there?  What if I get stuck 
or do something wrong in there and I never turn into a butterfly?  What if I don’t 
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recognize my old friends once everyone has changed?  What if I do make it out only to 
find out I can’t fly?  And what will flying even feel like, what if I don’t like that feeling?”  
These and many other questions haunted Wade’s little mind.  He was feeling rather 
certain it would be much better to simply live his life as a caterpillar forever yet he also 
couldn’t help but feel like he was letting down the other caterpillars by not doing what he 
was supposed to do.   
Wade wanted to tell his friends about his great idea and try to get them to stay a 
caterpillar forever with him.  He hoped they would understand his point of view and 
accept him for the caterpillar he was and always wanted to be, not a future butterfly.  
However, it was not easy for Wade to communicate how he felt when his feelings were 
different than the other caterpillars around him.  He so desperately wanted to please the 
caterpillars in his life that one of his biggest fears was disappointing them.  Much to 
Wade’s dismay, his friends did not react the way he had hoped.  Instead of accepting 
Wade’s unconventional idea, they told him he was ridiculous and that he had to become a 
butterfly because that is what caterpillars do.  After talking to his friends and hearing how 
silly they thought he was and how excited they were to turn into butterflies, Wade began 
to feel lonely and foolish and even doubt himself. 
Again, Wade thought to himself, “Why am I so different than my friends?  Why 
aren’t I eager to turn into a butterfly and why don’t they seem scared?  What’s wrong 
with me?”  All of this thinking and worrying made Wade pretty tired; and when Wade 
gets worried or feels overwhelmed, he sleeps.  Wade curled up on a comfy leaf and 
drifted off.  As he sunk deeper and deeper into his slumber, he began dreaming a 
terrifying dream.  Wade saw himself as a wee ‘pillar playing in a pear tree on a lush 
151 
spring day.  He was eating leaves and spinning silk without a care in the world when out 
of nowhere, a blackbird swooped down and plucked little Wade from his branch.  Wade 
was horrified and it took several minutes for him to even realize what had happened.  He 
didn’t know which end was up and life and treetops seemed to flash by beneath him in a 
single blur.  He could barely breathe; Wade was dizzy and light-headed and he just kept 
thinking, “This can’t be happening!”  Fearful for his life he some how remembered his 
mother telling him a story about how she narrowly escaped the beak of a blue jay.  Wade 
played dead, like his mother did in her story, and in a few minutes the blackbird released 
little Wade into the open sky.  Falling and falling, Wade’s belly was doing summersaults 
as he plummeted through the warm air.  Finally after falling for what seemed like hours, 
Wade’s tiny body came tumbling down onto a bed of crocuses and soft clover.  The 
moment Wade’s body met the flowers he was jolted from his dream; panicked and out-
of-sorts he took a moment to survey his surroundings.  He was relieved to find himself 
safely curled up on his leaf and glad to know it was all just a dream.   
Wade was so struck by his disturbing dream that he felt he had to make some 
sense of it.  He wondered if it meant something and if he was to learn something because 
of it.  Wade went about his day doing his chores and taking care of the caterpillar village 
where he lived with many other caterpillars.  As Wade worked and played, he couldn’t 
help but think about that dream, he thought about how scared he was and how it felt as he 
was falling through the air.  No matter what he was doing or what time of day it was, 
Wade often found himself visualizing his startling dream.  After careful consideration, 
Wade thought, “Maybe my dream represented a fear of being eaten, or maybe it’s my 
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fear of flying, or possibly it was trying to tell me that I cannot be a caterpillar forever 
because it’s much too dangerous and that I should reconsider becoming a butterfly.” 
Wade thought maybe he needed some help to figure this out.  He thought perhaps 
someone else could tell him what his dream meant so he set out on a short journey to ask 
a family friend.  He had only been traveling a short while when he came upon a pear tree.  
As he glanced up at the tree his mind was flooded with flashes from his dream and in that 
moment it occurred to him.  Wade realized that the dream wasn’t simply a dream but it 
was an actual painful event that he had lived through as a young caterpillar.  Stunned and 
shocked by his revelation, Wade stopped in his tracks.  He didn’t need to consult anyone 
else; he was now able to begin to piece things together.  Wade now knew he was not 
afraid of flying per se but he was afraid of falling; his parents told him all about being a 
caterpillar but they weren’t around to tell him what it was like to be a butterfly for they 
themselves had flown away.  Wade thought, “Maybe if my parents hadn’t become 
butterflies they’d still be around for me, just in case I needed them.” 
 Armed with his new understanding Wade felt a bit more confident about going 
through “the change.”  He looked back at all the things he had lived through on his own, 
things that he never really acknowledged before, or even gave himself credit for.  He felt 
proud and somewhat empowered to have figured out what his dream meant and was 
pleased that he wasn’t going to consider becoming a butterfly because he “had to” but 
because it was a choice he was going to make for his future. 
Revised Themes 
As a result of the process of textural description and imaginative variation, 
various new themes emerged which may be reflective of the experience of participant 3A 
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while she was participating in a time-limited art therapy group with other mothers 
recovering from SUD. 
Revised Themes:  Participant 3A 
1. Fear of being abandoned 
2. Feeling misunderstood 
3. Desire to be seen as special 
4. Wants to be loved "as is" 
5. Fear/avoidance of future (unknown) 
6. Role of "people pleaser" 
7. Lonely & scared 
8. Introspection 
9. Insight/awareness (interest in process/experience- wanting to "get something 
out of it") 
10. Values self-expression, self-disclosure 
11. Evoking memories 
 
 
Structural Synthesis 
During the process of structural synthesis, the data from the previous steps in the 
analysis are synthesized and integrated into a consistent description of the experience of 
the individual participant.  The revised themes that were derived from the imaginative 
variation and textural descriptions were included in the structural synthesis identifying 
the essential structures of the participants’ experiences. 
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Structural Synthesis:  Participant 3A 
The essential structures of the phenomenon that emerged through the process of 
art making and the experience of being in the group were: (1) personal memories evoked 
through the art work regarding her SUD and other aspects of her life (2) fears and 
insecurities stemming from her dependence on her mother and concerns about the 
responsibilities and duties of motherhood, (3) the need to please people and be accepted 
and supported “as is,” (4) the desire to be nurtured was brought about by her experience 
of making art and discussing it in the group, (5) ambivalent thoughts and feelings 
expressed regarding artwork and related memories in discussion of group sessions, and 
(6) process of exploring artwork stimulated a desire to better understand her own 
thoughts and feelings.  
The first essential structure relates to the personal memories evoked through the 
artwork regarding the participant’s SUD and other aspects of her life.  During the 
individual open-ended responsive interview following the group art therapy experience 
participant 3A verbalized the meaning of her artwork, her thoughts and feelings related to 
making the art, and the process of being in the group.  One essential structure of 
participant 3A’s experience was that the art making and the experience evoked numerous 
personal memories for her regarding her substance use and other aspects of her life while 
growing up.  Her sharing of her artwork within the group sessions was limited to a few 
sentences about her images.  However, during the individual interview, she shared her 
memories and made associations to her artwork while discussing her thoughts and 
feelings about the group.  
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The second essential structure relates to the participant’s fears and insecurities 
stemming from her dependence on her mother and concerns about the responsibilities and 
duties of motherhood.  The fear of being abandoned, fear of the unknown, and fear of her 
future is the second essential structure.  These fears were exemplified by her concerns 
regarding her stated dependence on her mom and her concern over whether she would be 
able to be "stable" and responsible when it comes to her future and caring for her 
daughter as she explained her second drawing.  Participant 3A stated that she was kicked 
out of her house on her 15th birthday by her mother, and that her father was an alcoholic 
during her younger years.  She also stated that she was physically abused by her first 
boyfriend for several years.  Utilizing her directly expressed concerns and other "matter 
of fact" information relayed by the participant, fears and insecurities stemming from her 
dependence on her mother and concerns about her responsibilities and duties of 
motherhood seemed to be an essential structure of her experience. 
The third essential structure relates to the participant’s need to please people and 
her desire to be accepted and supported “as is.”  Themes that related to this essential 
structure for her were people pleasing, wanting to be loved "as is," feeling 
misunderstood, and feeling lonely and scared.  During the interview, participant 3A 
associated the discussion portion of the group sessions to her high school art show and 
how she did not stand next to her artwork, although the artists were supposed to, because 
she did not want to be judged, critically or complimentary.  She also spoke about hiding 
her substance use so that her family would "still be happy" with the person they "thought 
she was."  Yet, when the family became aware of her SUD, she was glad to have her 
father, who is in recovery himself, because she stated that he could understand her.  In the 
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participant’s verbalizations regarding her first drawing, she spoke of "pleasing" someone, 
and elaborated that she saw herself trying to please her dad.  This lead her to state that 
she was trying to please herself by not letting herself feel any bad emotions only to find 
she was merely delaying her pain.  The participant spoke of trying to protect her family 
from seeing her substance use so that their view of her would not change to one of 
nonacceptance.   
The fourth essential structure relates to the participant’s desire to be nurtured.  
During the interview, participant 3A's verbalizations of her artwork and her experience of 
the group brought about revised themes.  These themes included her desire for more time 
in art therapy sessions with the group and individually with the co-investigator.  She also 
spoke about how she envisioned herself as a child in her own mind and felt that she was 
not mature through her dependency on others most of the time.  Even the participant’s 
statements of her involvement with the law and social services seem to reflect the 
essential structure of wanting to be nurtured. 
The fifth essential structure relates to the ambivalence in thoughts and feelings 
expressed regarding the participant’s artwork and related memories during the discussion 
of group sessions as she found herself exploring contradicting ideas and situations.  A 
reoccurring theme that arose for the participant throughout the interview and group 
sessions was that she wanted to be independent yet she also wanted to remain cared for 
like a child.  She seemed to experience shame for living at home with her mom and 
anxiety and fear when she thinks about moving out and being on her own with her 
daughter.  She spoke about being on her own in college and feeling good that she was 
beginning to be independent however, when she moved back home she felt like she 
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reverted back to a childlike dependence.  She was ambivalent about her future and maybe 
ambivalent about recovery as well.  She stated that she was glad she went through what 
she had in her addiction and stated that she would not change any of it, yet she also 
expressed regret for some of the situations she got into due to her SUD.   
The sixth and final essential structure states that, through the process of exploring 
her artwork, her desire to better understand her own thoughts and feelings was 
stimulated.  She spoke somewhat openly about past experiences and her reactions and 
feelings about them and posed several questions for herself.  She explained that she was 
curious about why she could remember situations from her past, but she was not able to 
remember the emotions she had during those times.  She looked at her artwork with an 
open mind in an attempt to gain insight and self-awareness.  The artwork seemed to help 
facilitate her quest to better understand herself and make sense of her life thus far.   
 
158
 
                        
Figure 1. Participant 3A:  Artwork #1 
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Figure 2. Participant 3A:  Artwork #2 
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Participant 4B 
Meaning Clusters of Significant Statements:  Participant 4B 
Table 2 
Meaning Units:  Initial Themes and Verbal Statements Derived from the Individual 
Interview 
Meaning Units Verbal Statements 
Overall experience 
was positive; initial 
anxiety regarding 
group experience 
 I liked it. It was different. 
 Um, I enjoyed it [sharing artwork with the group and vice 
versa] 
 I enjoyed it [creating artwork in a group setting]; it was nice 
to be able to have other people do the same thing all 
working on the same exact thing. 
 At first when I came in it was, I was a little nervous because 
I didn't know who all was going to be there but afterwards it 
was very comfort, it was comforting.  
 It was easy to do after you know sitting in there listening to 
the girls you know we talked and then did our art it was a 
lot easier that way. 
 No.  I didn't know if it was going to help.   
 I came into it willing, I'll try anything once.  I came into it 
willing, open, honest, so that I could actually get something 
out of it, which I did. 
Sense of 
relief/release 
through art making 
process & “seeing 
it” when complete 
 I felt better when I got a lot of it out.  It was nice to see it on 
paper instead of having it in my head. 
 Um, yes. When I was drawing it [referring to artwork #1], 
yeah I felt a very sense of relief.   
 It's nice to get it out so I could see everything that was going 
on.  
 A big relief, it was nice to get it out  
 Um, doing my 1st one, it was a big relief, it was like a big 
*sigh* like a big breath of air because I got it out and it felt 
a lot better to get it out than to keep it in.   
 The 2nd one it, it was still, still a little relief because it's like 
a happy relief though ‘cuz then I can actually see my future 
coming and how it's gonna be if I stay on track I can see 
how it's going if it falls off.   
 Like I never would have sat down and been like 'well, let 
me draw what my addiction looks like…' I never would 
have sat down and actually thought about it.  I never would 
have thought that…and now I have a very good picture of 
what it is.  
 It was, it was nice because we all got to see each 
other's…what we see in our head no one else can really see 
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that when you have stuff to do-like the materials and stuff to 
actually do it, it feels a lot better. 
Feelings of anxiety 
regarding thinking 
about her future, 
confusing feelings, 
ups and downs, in a 
tunnel with crap 
trying to get out, it’s 
getting higher and 
higher; next time not 
guaranteed help.   
 The second one was more difficult because I have a 
problem thinking in the future.  I'm more of a day-to-day 
person, its more easier that way. It's hard to even think 10 
days ahead, 11, 12, 3 [days]...it's very difficult.  
 For this one [pointing to artwork #2] I don't know it was 
very difficult to do, 
 Yeah that one was very difficult and I still can't believe how 
hard it was 
 2nd one [artwork] was my up and downs, like confusing 
feelings 
 I got lucky this time, next time I’m not guaranteed to get the 
help I need; not guaranteed for anything. 
 The other one’s just scary…well like the tunnel part, it 
looks like water but there’s other colors in it.  It could be the 
drugs, it could be anything, it could be whatever my next 
addiction would be.  It could be anything bad, like, he’s just 
there with all that crap just going thru trying to get that outta 
there to give to somebody else.  I have it like it’s over 
flowing down there like he’s doesn’t want to die. And it’s 
gonna get higher and higher and higher and he doesn’t want 
to go, so he’s trying his hardest to break- to swim to the top 
and get rid of it. 
 It may look funny to some people but to me that’s really 
scary.   
Fear of relapse & 
associated losses: 
her monster/ 
addiction is always 
near, beckoning her, 
promising to be her 
best friend, blocking 
everything out with 
no ill consequence 
yet threatening loss 
of control & loss of 
her house, husband, 
& daughter.  
 The 2nd one [artwork] was really difficult to start but like I 
kept thinking of I really want the top part [referring to a 
substance use-free life], I really do 
 …waiting for me to slip so I can go back in there with him 
so he'll have company.   
 I'm going to use the monster one, ‘cuz have a good thing for 
that.  Like, that's just like he's sitting there thinking, he's just 
sitting there waiting for me, he's underneath of the latch and 
I'm up in the blue part right now you know all happy and 
I'm just-he's just waiting for me to happen to walk by him 
be like, "psst, psst" through that little place [grate].  And just 
be like 'why don't you just come down for a little bit just 
come down for 5 minutes come visit it's not gonna hurt ya', 
but In the end it will, it could kill me, it really could.  
 He's a very scary person, well thing.  And something I don't 
want to go back to … I really don't.   
 Like it doesn't just after this program it doesn't just go away, 
I wish it was that easy…but its gonna be there for the rest of 
my life that little guy's just gonna be chillin’ there waitin’,  
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 Just waiting for that day for when I mess up so I can come 
be his new best friend; just sit down there with him and 
block everything out…lose everything that's I've worked so 
hard for.   
 If I was to use again, it would be like 8 of those little 
monsters probably like just chillin’ there.   
 [In] the 2nd one, the top part was very…I knew what I 
wanted on the top part, I knew what could happen like after 
I thought about it.  It made me feel good that I could 
actually have that.  The bottom part, [felt] not so good 
because I really don't want to have to go through all the bad 
things again.  That one [pointing to 2nd picture] I like the 
top part better than the bottom, most people will. 
 The 2nd one [art image] is all ups and downs, it [my 
emotions] was all up when I was doing the positives what 
my future holds, the bottom's all negative, uneasy, ‘cuz it's 
all the things I can lose if I just take that one…one drug 
again.  
 Because what happens if I did get… that's my problem, 
when I do think of the future, I think like I'm in the middle, 
I got my husband, I got my daughter, got the apartment.  
What happens if I do accidentally fall back down?  I'd lose 
my house, lose my husband, lose my daughter… 
 It’s like, that's like traumatic that means I prolly roll outta 
control-like it does it gets to ya, makes ya think.   
Reflections on her 
addiction as a 
handless, icky 
nauseating monster 
 Um, the 1st one, the monster, was icky, nauseated, very 
uneasy feelings with that one because I knew what it 
represented.  Just looks like 'ugk' [disgust].   
 The 1st one was like, icky, uneasy, all negative feelings 
towards that one.  
 With the 1st one, the monster, my thoughts were like, me in 
my bedroom with the windows literally covered with paper 
or trash bags whatever would make it dark enough and have 
a little light on and just me sitting there on my bed getting 
high while I was pregnant. 
 I think I did a very good job [representing my addiction].   
 And it has no arms [addiction monster], because like my 
disease it has no, I have no control over it, well HAD no 
control over it.  Now I have a pretty good grip on it. 
 I mean, it's very, not as, it's very detailed for what I went 
through, I mean it's not much but it's pretty good of what 
my addiction looks like.  My addiction probably looks a lot 
more worse.  
 I actually think that's probably me when I'm high…could be 
a big possibility ‘cuz I was really crazy.  
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 Some people can just do it once a year or once in a blue 
moon, but people like me, I'm dependent on chemicals.  I'm 
a very addictive personality, I can addict to anything, right 
now I'm addicted to coffee, [I] drink a pot a day, that's why 
I'm always hyper.  Like yea, we replace one addiction for 
another. 
 Just the ickiness of the first one [picture], really did not feel 
like- that’s not me, really did not feel like- I can’t believe 
I’ve been to that point. 
 I always see him even when I don’t have the paper in front 
of me.  I always see him, like I know he’s there and he’s 
just waiting… 
Art image as a 
reminder of: future 
goals, the ups and 
downs in recovery, 
the negative aspects 
of substance use, 
staying strong, who 
she is has become 
off of substances. 
 [Pointing to artwork #1] yeah ‘cuz it just reminded me like, 
that I can't always think of the good stuff I always have to 
remember that little guy; he's always in my head.   
 The other one [pointing to artwork #2] it sets my goals like 
what I wanna do, it shows me the ups and downs which is a 
very good thing to remember. 
 You can see it [the artwork] all the time, you can add stuff if 
you have too, [or] you don't have to add [to] it, like 
eventually maybe I'll put, add more stuff, [for example] 
have another kid or you know, but right now, that's what my 
plan is. 
 And that I do not want to become that.  And that just helps 
me know that every hill you go up, there's always a 
downfall, you just got be strong enough to jump over to the 
next one. 
 The 2nd one is ups and downs…top part is always happy, 
the bottom part is the same as the first, icky, uneasy, 
nauseated, ‘cuz I can’t let myself get like that, that’s just not 
me.  I like who I’ve become, a way better person than I first 
was. 
 And then the up and downs like I said earlier, people don't, 
don't want to think of the negatives they don't want to see it, 
they just want to think all of this can happen and I can still 
do what I want. 
 It [the artwork] burns it [the image] in your brain. 
Rigid thoughts 
related to art making 
process  
 [I chose the materials I used because I like] The feel of 
things 
 I like to feel things, certain feels I can't take. 
 I don't like to see when I have a piece of paper any kind [of 
blank spaces] and even if I'm writing I have to have the 
whole thing covered.  I don't like to see nothing but colors. 
 Just I'm very colorful, I like to have…even if they're dark 
colors I need to have everything covered I don't like the 
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white staring.   
Wanting to “warn” 
other group 
members (wanting 
to show other group 
members what her 
addiction was like 
for her) 
 If you think about it, they can see that my addiction was 
not…everybody says you know, cocaine is like, 'Oh, it's the 
fun drug- makes you speed' but they can actually see from 
my experience that, that does not look like a fun picture, it 
does not look like something someone would want to do.  
Do you really want to be in a nasty-ass, sorry for that, nasty 
place like that? And just like every day like it's not a very 
good place.  People glorify the drug is what I want to say, 
and there is nothing glorifying in it, 
 Very important, for the 1st one ‘cuz like I said before, 
people glorify cocaine to the point where [they seem to 
think] 'it's the best drug and blah, blah, it's not 
addicting…'bullshit! It is physically addicting when once, 
you take that first hit you just keep constantly thinking 
about it, it's all you want.  You just want to go get more, you 
don't care what you have to do.  
 I really wanted to get my point across, I think I did, I really 
do.  I hope someone learns from it from there but you never 
know.  They take what they want to take in.   
 And the 2nd one, um, yeah I think I did make a little bit of 
an impression because I seen them look at me when I was 
tellin’ it and they're like, you know they didn't actually think 
‘cuz none of them did anything [cocaine] like I did. 
Artwork increased 
interactions: 
others were looking, 
feedback, related to 
each others stories 
 Um, and this one [pointing to AW #2] I don't know ‘cuz it 
took so long to figure it out I didn't really pay attention to if 
anybody was looking…if they did, good for them, they can 
see what my goals are.  If they didn't then they eventually 
saw what was going on.   
 So I just like that, I made sure I made it extra scary, because 
not one time was it worth doing it, not one time.   
 When they were looking it was, it was alright, it was like 
they were looking to see like what I went through kinda 
 It's nice to know someone can kinda see that, you know, 
wow…that really wasn't a fun drug that was something that 
was really scary', it doesn't seem scary, everybody tells 
good stories, but I cannot think of one drug story from the 
first time I used that was ever happy.   
 And I think that this would be a very good thing for certain 
people it may help ‘cuz some people can't relate on a 
different level. 
 It was nice to have feedback, ‘cuz you won't know nothing 
unless you ask.  They could have been like what the hell is 
the sun in there if the pictures all gloomy, you know they 
have to ask.  Then you're like look closer, there's something 
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blocking it, so you can't see the sun like…I chose to hide 
from it [sun], like it was bad or something, when it's 
supposed to be good. 
 We all had very different, yet similar, yet different, because 
I have humps and they're the people, places, and things that 
them things really do mess you up.  And I don't know if 
they understood like that was really true like, now they 
know, you know, that's exactly what can happen.  
Everything you can lose in one second with one bad person 
being around, bad place, one drug it just all goes away.  
 And I know from looking at their pictures also, it gave me a 
better look at their life and their shoes and just as they did 
the same or I did for them I hope.  
 And it was just a lot easier to be able to talk to somebody 
and write it down because without these pictures-I think it's 
easier for visuals-it gets it out, then you can talk about it, 
while you're looking at it so you can't forget it.  It [the 
artwork] burns [the image] in your brain. 
 it let me see some of what their addiction was, how they 
seen it in their eyes. 
 I liked showing mine ‘cuz they seen how mine was, they 
didn't use as powerful a drug as I did.  
 They- people glorify it and it's just it's not, no drug is 
something you can use to make it, seem happy. None…It 
may seem it, but all you're doing is hiding everything. 
 And then the up and downs like I said earlier, people don't, 
don't want to think of the negatives they don't want to see it, 
they just want to think all of this can happen and I can still 
do what I want. 
The visual image 
aids in motivation 
towards goals 
 And now I have a visual. And I think visuals are, in my 
case, they actually help me a lot.  You know, I like to be 
able to see it because I have taken pictures of each of them 
on my phone so that every morning I check them out, look 
at them, like look at my goals 
 1st one is bad thoughts if I go back, and that keeps me 
motivated for not going back because I don't want to go 
back to that. 
 The 2nd one keeps me motivated a little more than the 1st 
one because it's my future and what's riding on it, I have a 
person [her daughter], another person to take care of besides 
myself and she doesn't deserve a mom that's always messed 
up and doesn't know the difference between anything; she 
deserves a healthy mom. 
Demeaning other 
group members by 
 Yeah, the one girl that we were-I was watching 
[participant's name] I was watching her and her little 
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stating they were 
lying & copying 
others artwork to fit 
in 
monster it looked awful scary but apparently it wasn't scary 
enough for her. But it just felt like all lies, like she just did it 
because she would look at all our papers and she would kind 
of get a drift, like that's how hers was so similar to 
everybody's. That's what I feel…she just copied people to 
try and fit in, that's what she was trying to do.  Just to make 
it look like she was trying when she really wasn't.   
 The other one [group participant’s artwork], was all lies to 
me.  It was just what they were looking at and they were 
taking bits and pieces…if I was to draw something 
outrageous, like say I drew a big circle and did like a pie 
chart she probably wouldda did the similar thing just to give 
you what you want so she could get out of her group, so she 
could just get away.  Which it's not for that, it's actually help 
but… 
 There was some, but like I thought the one [group 
participant] was just copying everything.  When I seen her 
looking at my paper she was trying to take my, my, my 
addiction and make it her own.  Which you can't do that you 
have to work on your own you can't take from other people 
especially, why would you want something like that?  
 …just the one person [group participant] I thought was fake 
but that was, she proved it in herself just by not coming 
back and getting help, [by] not saying ‘I need help’.  But 
that's about it. If she was still here, I'd have a problem…but 
other than that everything's fine.  I think she lost it [her 
desire for recovery] because we talked to her about, you 
know, she's been here a month, she's had a dirty urine every 
time and we mentioned inpatient [treatment] and the first 
thing she said was no, and she was like, “How long? Can it 
be after Christmas?”  And we never heard from her again, 
but I prayed for her though…she has 2 beautiful kids, it's 
not their faults.  
 It's not her fault either, she's just, she'll eventually get her 
downfall and she'll realize that she needs the help.   
Didn’t understand 
other group 
participants’ 
artwork; lack of 
empathy for other 
group members 
 And the other one [group participant’s artwork], I really 
didn't see and when I did see it, I had no idea what it- I still 
don't get it to this day. 
 And seeing theirs, the one [group member's artwork] I just 
did not understand anything she did…[the directive was 
to]'draw a roadmap' and I get some girl looking at ya.  I'm 
like, “wow! I just really got confused.”  I didn't understand 
too much about that one. 
 And the other one I didn't really understand that picture.  I 
still think about it but, like I mean I understand what she 
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said about it, but I just I don't understand how it was on 
topic.  Got me a little [thrown] off...but yea… 
Her ease of 
expression within 
this group 
 I was able to do it [verbally express herself in the group] 
because there were other mothers like myself that used.  
One of them used when they were pregnant and it's 
comfortable when someone uses when like when they have 
kids, if you did [too] like in a program because you can 
relate to them more.  
 I think they had a really good understanding about it, very 
well.  Because everything, any question they had I asked-
answered, the pictures are very self-explanatory. 
 I really enjoyed it because like I said earlier, it's easier to 
talk to someone in a group that has kids that they've all done 
it because they can relate and  
Feels judged in other 
group settings 
 If they don't have kids they kinda- they do judge you.  They 
look down on you like, 'well I got clean for my 9 months'.  
But yea, what did you do right after you had the baby?  You 
used again. 
 It's no better than what I did, but they tend to look down on 
that in different ways.   
 It is very difficult, they don't believe it's a disease, they 
believe it's a choice.   
 At first it is a choice but after that first time, your mind 
makes up if it's gonna be a disease to get you or it's not. 
 …people that don't have kids and use drugs they do judge 
you and they never take you serious, they think you're 
worthless, you're nothing, that it wasn't a disease it was 
selfishness when it really wasn't it was the disease that took 
over. 
 
 
Textural Description:  Participant 4B 
The meaning units, which were derived from the process of phenomenological 
reduction, were: (1) overall experience was positive, initial anxiety regarding group 
experience, (2) sense of relief/release through art making process & “seeing it” when 
complete, (3) feelings of anxiety regarding thinking about her future, confusing feelings, 
ups and downs, in a tunnel with crap trying to get out, it’s getting higher and higher; next 
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time not guaranteed help, (4) fear of relapse & associated losses: her monster/addiction is 
always near, beckoning her, promising companionship, blocking everything out with no 
ill consequence yet threatening loss of control & loss of her house, husband, & daughter, 
(5) reflections on her addiction as a handless, icky nauseating monster, (6) art image as a 
reminder of: future goals, the ups and downs in recovery, the negative aspects of 
substance use, staying strong, who she is has become off of substances, (7) rigid thoughts 
related to art making process, (8) wanting to “warn” other group members (wanting to 
show other group members what her addiction was like for her), (9) artwork increased 
interactions: others were looking, feedback, related to each others’ stories, (10) the visual 
image aids in motivation towards goals, (11) demeaning other group members by stating 
they were lying & copying others artwork to fit in, (12) didn’t understand other group 
participants’ artwork; lack of empathy for other group members, (13) her ease of 
expression within this group, and (14) feels judged in other group settings. 
During the interview, participant 4B described her initial overall thoughts of the 
experience of participating in the time-limited art therapy group as enjoyable.  Later in 
the interview, she stated that she was initially concerned about who might be in the group 
but once the group began and the participants shared in the go-around she began to feel 
more comfortable.   
Participant 4B described her thoughts during the art making process as her having 
an immediate mental image of what she wanted to draw to represent the task ‘what does 
your addiction look like?’  In the second group session, her drawing which represented 
her ‘road to recovery’ was much more difficult for her.  She explained, “I have a problem 
thinking in the future.  I’m more of a day-to-day person, it’s more easier that way.”  She 
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experienced this art therapy directive/process as more anxiety producing.  She expressed 
this anxiety in her verbal statements and in her choice of utilizing more structured art 
materials. 
 Participant 4B stated that the emotions she felt during the art making for artwork 
#1 were “icky, nauseated, every uneasy feelings” because she knew that it represented 
her addiction.  She described artwork #2 as causing conflicting feelings within her.  As 
she described her ‘road’ it was apparent that it was divided into all the good things she 
could have in her future on the top half (hills) and the negative things on the bottom half 
(valleys).  She stated that her emotions changed as she worked on these two different 
parts.  She described the top half as what she wants to have in her future, “the positive 
things.”  For her that means wanting her baby to stay with her, having an apartment with 
her boyfriend and their baby, and eventually getting a house together.  The bottom half, 
she stated, represented negative situations namely, having DYFS come and take her baby, 
losing her boyfriend and losing her residence.  She felt that the catalyst that would cause 
these negative situations to occur would be “drugs,” “old bad friends,” and “bad places.”  
She likened these catalysts to the “People, Places, & Things” that the AA teachings warn 
their members about.  When she worked on the top half she said, “It made me feel good 
that I could actually have that.”  When she worked on the bottom section she felt “not so 
good” because she does not want to have to go through those things again.   
 Throughout the interview at different times, participant 4B made reference to her 
artwork #1, where she represented her addiction as a monster.  Several times she used the 
words “icky, uneasy, and nauseated” to describe her thoughts and feelings during the art 
making as well as afterwards when she was reflecting back on it.  At one point during the 
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interview, while referring to the monster image, participant 4B acknowledged, “I actually 
think that's probably me when I'm high…”  She explained that the monster has no arms 
because she “has” (then corrected herself) “HAD” no control over her “disease,” but now 
she has a “pretty good grip on it.”  She seemed to struggle to explain how she felt she was 
able to express her feelings through the artwork.  She began by simply stating that she 
felt she “did a very good job” then she stated “I mean, it’s very, not as, it’s very detailed 
for what I went through, I mean it’s not much but it’s pretty good of what my addiction 
looks like.  My addiction probably looks a lot more worse.”   
Participant 4B described her feelings immediately following the completion of her 
artwork as, “A big relief, it was nice to get it out…visuals…actually help me a lot…every 
morning I check them out…look at my goals…with pictures once it’s down you can’t 
take it back.”  Participant 4B also expressed a sense of relief/release when she talked 
about describing her completed artworks to the other group participants in the sessions.  
She stated, “it was like a big *sigh*, a big breath of air because I got it out and it felt a lot 
better to get it out than to keep it in.”  It appeared that creating the artwork, seeing it and 
then being able to talk about it was a cathartic experience for her.  
 A major reoccurring experience for participant 4B, which was verbalized during 
the interview in relation to her artwork, was her ‘feelings of anxiety regarding the future’.  
This generalized ‘fear of the future’ was more specifically seen in subsequent themes of 
‘fear of relapse’ and ‘fear of loss associated with relapse.’  In artwork #1, participant 4B 
depicted her addiction as a lonely male monster who is forever going to be waiting for 
her.  He is just beneath the surface (in a sewer), trying to tempt and seduce her to come 
back to him.  He calls to her and she reacts, it is “automatic” for her, but she does not 
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want to go back there and lose all that she has worked so hard for so she will keep 
moving on but she knows he is always there; for the rest of her life he will be there 
waiting for her to “mess up.”   
In artwork #2, participant 4B initially struggled to illustrate her ‘road to recovery’ 
explaining that she lives “day-to-day”.  Participant 4B perceived her road in terms of 
‘black and white’, ‘wrong or right’; she could only see her future as being either all good 
or all bad, there was no in between.  Following the completion of artwork #2 she 
described it as “my up and downs, like confusing feelings because what happens if I did 
get- that’s my problem, when I do think of the future I think like I’m in the middle, I got 
my husband, I got my daughter, got the apartment.  What happens if I do accidentally fall 
back down?  I’d lose my house, lose my husband, lose my daughter.”   
During the interview, when asked about what sort of other thoughts come to her 
mind as she reflected back on the experience she seemed to have a slightly different view 
of her artwork as expressed in her following statement, “I can actually see my future 
coming and how it’s gonna be if I stay on track [and] I can see how it’s going if it falls 
off.”  Furthermore she states, “…the…[artwork] keeps me motivated a little more…it’s 
my future and what’s riding on it, I have…another person to take care of besides myself.”  
She was able to find motivating powers in it for herself and she experienced the artwork 
as a reminder of what she is working towards.   
 As participant 4B reflected back on her experience of being in the art therapy 
group sessions, she felt it was “very important” that other group members understood her 
artwork and her explanation of it as she shared it with the group.  She described the 
experience of feeling different from the other members in the group when she said: “They 
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didn’t use as powerful a drug as I did.”  She further explained, “if you think about it, they 
can see that my addiction was not [fun]…everybody says you know, cocaine is like, 'Oh, 
it's the fun drug- makes you speed' but they can actually see from my experience that, that 
does not look like a fun picture, it does not look like something someone would want to 
do…People glorify the drug is what I want to say, and there is nothing glorifying in it.”  
Participant 4B used the artwork to help the other group members understand her 
experience of using a drug that they may not have tried and to see the negative 
consequences she encountered.   
 Participant 4B indicated that the use of the artwork allowed for increased 
communication and focus within the group.  When asked, “What was it about this group 
of women that made it easier or harder to share your artwork with them,” participant 4B 
responded, “…It was just a lot easier to be able to talk to somebody and write it down…I 
think it's easier for visuals-it gets it out, then you can talk about it, while you're looking at 
it so you can't forget it.  It [the artwork] burns [the image] in your brain.”   
 The experience of, participant 4B included being very concerned or preoccupied 
with what was going on with the other group members during the time-limited art therapy 
sessions.  She patrolled or “policed” what the other group members were doing.  When 
asked questions about what it was like for her to be in the group with the other 
participants, Participant 4B’s experience included being focused on the “other” as she 
commented on what the other group members were doing as opposed to what the 
experience was like for her.  She referred several times to a group member who was not 
able to complete this study and had to withdrawal.  Participant 4B repeatedly mentioned 
that she felt this other group member was copying other’s artwork, trying to fit in, and 
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only agreed to participate to get out of their regularly scheduled IOP group sessions.  She 
stated, “Yeah, the one girl …I was watching her and her little monster it looked awful 
scary but apparently it wasn't scary enough for her.  But it just felt like all lies, like she 
just did it because she would look at all our papers and she would kind of get a drift, like 
that's how hers was so similar to everybody's.  That's what I feel…she just copied people 
to try and fit in, that's what she was trying to do.  Just to make it look like she was trying 
when she really wasn't…just to give you what you want so she could get out of her 
group, so she could just get away.  Which it's not for that, it's actually help but-”  
Participant 4B also repeatedly mentioned that she did not understand another group 
member’s artwork and seemed to allude to the fact that she felt this group member did 
not do the task correctly, even though it was stated that there were no “right or wrong” 
answers.  She stated, “…seeing theirs, the one [group member's artwork] I just did not 
understand anything she did…[the directive was to] 'draw a roadmap' and I get some girl 
looking at ya.  I'm like, ‘Wow! I just really got confused.’  I didn't understand too much 
about that one.  I still think about it but, like I mean, I understand what she said about it, 
but I just I don't understand how it was on topic.  Got me a little [thrown] off.”   
 Lastly, despite the experience of being hyper vigilant regarding other group 
members’ activities, participant 4B indicated that she was most comfortable in a 
homogenous group of all women with children who struggle with SUDs, such as this 
group.  Participant 4B’s anxiety was further put at ease when she heard that another 
group participant used during her own pregnancy just as she had.  Participant 4B 
expressed that in the past she has felt “judged” and even been made to feel “selfish” and 
“worthless” in other settings where women told her they were able to stop using while 
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they were pregnant.  “I was able to do it [verbally express my thoughts and feelings in the 
group] because there were other mothers like myself that used.  One of them used when 
they were pregnant and it’s comfortable when someone uses when-like, when they have 
kids if you did in a program because you can relate to them more.  If they don’t have kids 
they kinda-they do judge you.  They look down on you…”   
 Following the last interview question, participant 4B was asked if she had any 
additional questions or comments regarding the group sessions or the interview.  At that 
point, she returned to her concern with the other group member who was not able to “stay 
clean” while in treatment and therefore left the program (and was consequently 
withdrawn from the study).  Participant 4B seemed to express conflicting feelings of 
empathy and frustration towards this group member.  She expressed that she felt the other 
group member was being “fake” and not being honest about her drug use since being in 
the outpatient program.  Participant 4B stated that she would have a “problem” if the 
participant were still in the program.  However, in her final and concluding comment 
participant 4B seemed to express some empathy for the other group member’s children 
and then for the group member, herself.  She stated, “…and we never heard from her 
again, but I prayed for her though; she has 2 beautiful kids, it’s not their faults.  It’s not 
her fault either, she’s just-she’ll eventually get her downfall and she’ll realize that she 
needs the help.” 
Imaginative Variation:  Participant 4B 
It was the last day to sign-up for dance classes.  When Helena’s mom went to sign 
her daughter up for the 5 and 6-year-old ballet class, she was told that the class was filled.  
The dance teacher, Miss Dawn, said there were still openings in the 3 and 4-year-old 
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ballet class if Helena was interested.  Helena was 5 years old and she was upset that she 
would not be in dance class with her friends from school and even more upset to find out 
she was going to be the only 5-year-old in class.  Helena’s mom quickly comforted her 
daughter by telling her that she would have a very important job to do this year in dance 
class.  She explained, “Miss Dawn told me she is going to need a special helper this year 
to help her with the other dancers and she thinks you will be the perfect helper!”  Helena 
became so excited about her special job that she quickly forgot about her friends in the 
other dance class.  Helena had never taken ballet before but since she was “bigger” than 
the other dancers she was sure she would be able to help Miss Dawn.  Helena was her 
Mommy’s “special helper” at home.  She took great pride in assisting her Mom with 
daily chores such as dinner, laundry, dusting, sweeping and other household tasks.  She 
also very much enjoyed the praise she always received for being so helpful. 
The first day of dance class soon arrived.  Helena could hardly wait, although she 
was a bit anxious to see who would be in her class.  She wasn’t sure if she would 
recognize any of the kids from her preschool.  The little dancers came into the large open 
room with mirrors on the wall.  They were instructed to put on their ballet shoes and line 
up along the wall.  As the dancers were putting on their shoes and heading to the wall, 
Helena noticed that one girl was having trouble with her shoes.  Helena went over and 
helped the little girl and then got her in line on the wall only to realize that she hadn’t 
gotten her own shoes on yet.  The class then had to wait for Helena to get her shoes on 
and line up before Miss Dawn could show them how to begin warming up. 
Miss Dawn began demonstrating the warm-up stretches and the girls followed 
along.  Helena stood at the end of the line furthest from Miss Dawn.  She looked in the 
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mirror at the line of younger girls and watched them to see if they were following Miss 
Dawn’s directions.  When a fellow student wasn’t doing exactly as the rest, Helena would 
yell to her to make sure she did what she was supposed to do.  Helena then singled out 
another dancer.  Helena told the other dancer that she wasn’t doing it right.  Helena was 
so frustrated with the other dancer that she got out of line and walked over to the little girl 
to correct her.  Miss Dawn appreciated Helena’s desire to help but was growing 
concerned that Helena was more interested in telling others what to do, rather than 
learning ballet herself.  The other girls began to tell Miss Dawn that Helena was being 
“bossy” and always telling them what to do and that they were doing it all wrong.  Helena 
scolded the other dancers so much so that they couldn’t even hear Miss Dawn’s 
instructions most of the time. 
Over the next few dance classes, each dancer was assigned a specific “skill” that 
they would showcase during the solo portion of the recital; such as the “scissor kick” or 
the “stag jump.”  Each dancer was responsible for practicing their special “skill” at home 
and during a small amount of time allotted by Miss Dawn during class.  Since the 
majority of the recital was a dance choreographed to include all of the dancers, Miss 
Dawn could not spend too much class time on practicing the special “skills.”  Miss Dawn 
noticed that Helena was helping all of other girls practice their special “skills” but had 
neglected practicing her own “skill” so much so that she had yet to learn any of the 
moves at all. 
Miss Dawn approached Helena one day, at the end of class, and asked her to wait 
around so that she could talk with her alone.  Miss Dawn gently explained her concerns 
that Helena was more focused on what the other students were doing and not focused on 
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her own dance moves.  Helena then told Miss Dawn that she was afraid that the other 
girls who weren’t “doing it right” were going to ruin the recital and that all the parents 
would be sad if it wasn’t done right.  Helena continued to explain that it was her job to 
help out and if she didn’t do her job than everyone would be upset with her and she didn’t 
want to make everyone mad.  Helena felt that because she was the oldest she knew how 
to get the younger dancers to do their moves right and not mess up.   
Miss Dawn quickly realized that Helena was so worried and anxious over the 
upcoming recital that she had placed all her fears onto the other students and she avoided 
her real fear of not doing her own dance moves correctly by not doing them at all.  
Helena was gaining self-confidence in her ability to instruct the other girls to do what she 
herself feared she was not able to do.  Miss Dawn also considered that maybe, because 
Helena was the oldest; she felt like she had to be “perfect” and that was too much 
pressure for her so she avoided it by focusing on the other students. 
Miss Dawn spoke to Helena’s mom and they decided to talk to Helena and 
practice one-on-one for a bit so that Helena wouldn’t be distracted by the other students.  
As Miss Dawn worked individually with Helena, she asked her to listen carefully, as well 
as envision in her mind, and then say out loud what she had been instructing the other 
girls to do.  Helena listened to Miss Dawn’s instructions and then repeated the dance 
moves aloud.  She told Miss Dawn that she was able to see herself doing the dance in her 
head.  Once she saw it in her mind, it was much easier for her to perform the dance 
routine.  Miss Dawn and Helena’s Mommy also had several discussions with Helena 
telling her that it was OK to make mistakes and that making mistakes is how people learn 
things. They also explained that if we never made any mistakes, we might not learn as 
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much; and if we are too afraid to try something new, we would certainly never give 
ourselves the chance to learn anything. 
Revised Themes:  Participant 4B 
1. Vulnerability to relapse & judgment 
2. Self-doubt/vulnerability 
3. Desire for attention 
4. Need to police/patrol others 
5. Need to control environment 
6. Splitting - rigid thinking  
7. Fear of the unknown 
8. Temptation to use 
9. Focus on the external environment & others (displacement-focus on others to 
avoid self) 
10. Hiding - (blocking, covering-up) 
 
 
Structural Synthesis:  Participant 4B 
The essential structures that emerged through the process of participant 4B 
making art and sharing her artwork within the group were:  (1) the importance of her 
specialness or uniqueness within the group and her desire for attention, (2) in relation to 
discussing her artwork she was able to express thoughts, however had more difficulty 
expressing feelings, (3) preoccupation with and judgment of other group members and 
their artwork and determining if it was “right” or not, (4) the art making process and 
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sharing of the artwork with the group elicited participant 4B’s fear of failure, fear of 
being out of control/ losing control, and fear of the unknown.   
The first essential structure is the importance of the participant’s specialness or 
uniqueness within the group and her desire for attention.  During the individual interview, 
participant 4B recounted her thoughts and feelings about the experience in the group art 
therapy sessions and elaborated on her artwork.  Through the discussion of her artwork 
during the group sessions, participant 4B stressed the importance of her uniqueness and 
specialness within the group due to her more “powerful” drug of choice, which was an 
essential structure.  She stated that she was the only one to in the group to use cocaine.  
She stated, “…yeah I think I did make a little bit of an impression because I seen them 
look at me when I was tellin’ it (talking about her drawing) and they're like, you know 
they didn't actually think ‘cuz none of them did anything (cocaine) like I did.”  There 
were several occasions during the group sessions and the interview that participant 4B 
mentioned her drug of choice and she emphasized that it “wasn’t fun” and should not be 
“glorified.”  Participant 4B used her artwork as a point of reference and was verbal 
during the group discussion; it seemed that she had a message to communicate about her 
drug use but it lacked personal qualities and it seemed like she desired the attention of the 
group.  She seemed focused on highlighting the fact that she was the only one to be 
addicted to this particular drug within the group and that the other members didn’t use 
“as powerful a drug” as she did.   
The second essential structure states that in relation to discussing her artwork, the 
participant was able to express thoughts however; she had more difficulty expressing 
feelings.  Participant 4B was verbally dominant in the group and she seemed to express 
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her thoughts easily however she seemed to suppress her feelings.  When talking about her 
first drawing which represented her drug use (addiction), she stated that she felt it was 
“icky, nauseated, very uneasy…all negative feelings.”  When she spoke about her second 
drawing she was only able to label her feelings as “good” and “not so good.”  Whether 
she “learned” this is how she “should” feel regarding these topics or these were genuine 
responses is not totally clear but what is apparent is that these feelings are suppressed or 
restricted.  As stated earlier, her verbalizations lacked personal attributes and seemed to 
be disconnected or on the surface.  It appeared that she might have been hiding her 
feelings or most likely repressing them and therefore she was not able to verbally express 
them.   
The third essential structure relates to the participant’s preoccupation with and 
judgment of other group members and their artwork and determining if it was “right” or 
not.  The need to feel in control of her environment and policing/patrolling others are two 
themes that emerged from the process of imaginative variation and the textural 
description.  Participant 4B focused a majority of her attention and energy on what the 
other group members were doing and saying as well as their motives behind their actions 
in some cases.  For participant 4B it seemed she needed to feel in control of her 
environment and she did that by policing the other group members.  She focused on how 
they were not doing the directive “right,” that they were only there to get out of group, or 
that they were not being honest and they were “copying” in order to “fit in.”  She said, “I 
was watching her (a group member) and her little monster, it looked awful scary but 
apparently it wasn't scary enough for her. But it just felt like all lies, like she just did it 
because she would look at all our papers and she would kind of get a drift, like that's how 
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hers was so similar to everybody’s. That's what I feel; she just copied people to try and fit 
in, that's what she was trying to do.  Just to make it look like she was trying when she 
really wasn't.”  Regarding another group member’s artwork, participant 4B stated, “I just 
did not understand anything she did…[the directive was to] 'draw a roadmap' and I get 
some girl looking at ya.  I'm like, ‘wow! I just really got confused.’  I didn't understand 
too much about that one…like I mean I understand what she said about it, but I just I 
don't understand how it was on topic.”  At another time during the interview participant 
4B verbalized that she felt the one of the group members was copying and taking aspects 
of other members artwork and specifically her own.  She related that she felt had she 
drawn something “outrageous” like a big “pie chart” the other group member probably 
would have copied that as well “just to give you (the co-investigator) what you want so 
she could get out of her group, so she could just get away.”   
The fourth and final essential structure relates to the art making process and 
sharing of the artwork with the group and the elicitation of the participant’s fear of 
failure, fear of being out of control/ losing control, and fear of the unknown.  While 
participant 4B talked about her second drawing it was clear that she was experiencing 
fear of the future due to its unpredictability.  She was anxious about external factors that 
she has no control over such as “people, places, and things” which could “trigger” her to 
use again.  This relates to another theme that emerged during her interview for her the 
temptation to use is always present.  These themes culminate into the essential structure, 
which was that, the art making process and sharing of the artwork with the group elicited 
participant 4B’s fear of losing control, fear of failure and her related vulnerability.  
Participant 4B explained that she will never know what she may encounter on a daily 
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basis and she does not know what might trigger her from one moment to the next.  She 
spoke about her addiction monster drawing and said, “Like, that's just- like he's sitting 
there thinking, he's just sitting there waiting for me, he's underneath of the latch and I'm 
up in the blue part right now you know all happy and I'm just-he's just waiting for 
me…Just waiting for that day for when I mess up so I can come be his new best friend; 
just sit down there with him and block everything out…lose everything that's I've worked 
so hard for.”  Participant 4B expressed self-doubt, as she anticipates “messing up” and 
relapsing.  Another theme that emerged from her experience was black and white/ rigid 
thinking/ splitting.  When she described her second drawing she described her future as 
good or bad.  She’s either going to get everything she wants or lose it all.  Her rigid 
thinking in combination with her self-doubt seems to lead to this essential structure  
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Figure 3 Participant 4B:  Artwork #1 
184
 
                      
Figure 4. Participant 4B:  Artwork #2 
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Composite Analysis of Participants 3A and 4B 
Composite Meaning Clusters of Significant Statements 
Following the review of the data collected for each participant, the co-investigator 
explored the related themes that had emerged among the participants.  The following 
composite analysis was created in order to derive the essence of both participants’ lived 
experience of participating in a time-limited art therapy group.  The significant 
statements and meaning clusters, as well as the revised themes, and textural and structural 
descriptions of each participant were studied.  Those that were in agreement between the 
two participants were aggregated, clustered and identified with new meaning units, 
textural descriptions, an imaginative variation, revised themes, and a structural synthesis.   
 
Table 3 
Meaning Clusters and Significant Statements:  Participant 3A & 4B 
Meaning Units Verbal Statements 
Memories & 
reminding of past 
experiences 
particularly as they 
relate to her SUD 
 I think both of these sum up my addiction, in 2 pictures it 
sums it up. Not knowing what it was doing to me, the 
beginning of my addiction to the end of my addiction and 
my recovery. (3A) 
 But, this one [pointing to artwork #2] showed me a lot about 
myself.  ‘Cuz now, now when I…I’ve always known that I 
revert back to you know the, the child and I would rather 
somebody else take care of me than to move forward with 
my own life and (3A) 
 But my mom she kicked me out on my 15th birthday and I 
moved in with my boyfriend and I lived with him until I was 
18.  When I moved out I moved to Upstate NY, 7 hours from 
here, and I finished High School up there and did 2 years of 
college and through that me and my mom’s relationship 
became better from me being far away and she says to me 
“do you want to come home?” (3A) 
 Because living with my soon-to-be mother-in-law, it was me, 
him, her and he has a 6 year-old son and her other son who is 
15 now it was a 2 bedroom condo.  So if DYFS would have 
came there now see at that point she, his mom, has a bad 
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Meaning Units Verbal Statements 
back so she sleeps on a recliner in the living room, so she 
doesn’t have a bedroom, that’s the way she’s always been 
for years, then his brother has his own room since he’s 15 
and then me and [boyfriend’s name] had the one room and 
[his other son] he was 5, and slept in the bed on the other 
side of the room¸ it was a big room.  But if DYFS would 
have came in there they would have took her, they would 
have taken her.  You know? (3A) 
 And now I’ve lost my license from all the tickets I wasn’t 
paying because I was using the money other places (3A) 
 I lost my job because I was pregnant. (3A) 
 My senior year in HS they had a senior art show…and I had 
made a- it took me 8 months to make this pizza, and we had 
started out with a board and I put chicken wire over it and 
then I put you know the mâché all on it and then I made 
toppings out of Styrofoam and I used sawdust and red paint 
for the sauce and glue and yellow paint for the cheese and 
then we carved the, you know, the wooden boards that you 
use to get it out, we cut one piece off and screwed it on and I 
had it in the art show it took me 8 months to finish it…you 
know, I really took my time and one of the Italian teachers in 
school offered me $300 for it, they wanted it for their 
kitchen. It was about this tall and this wide when it was all 
done.  And like my teacher had came up to me and says, “so-
and-so wants to buy it” and “so-and-so says this…” and I 
said I don’t want to sell it, because what if they bring it home 
and other people don’t like it.  Like that’s what I was 
thinking even thought I’d never see it again (3A) 
 Well this one [pointing to artwork] it kind of tells me, even 
when…they say marijuana is a gateway drug and I started 
smoking when I was 13 and I started drinking when I was 14 
and it kept going and going and going and leading up to as 
far as it led up to and I always thought that I had control, I 
always thought I wasn’t like that person because I wasn’t 
sticking a needle in my arm.  You know, I wasn’t a junkie 
because I wasn’t sticking a needle in my arm and I wasn’t a 
crack-head because I wasn’t smoking it. (3A) 
 I hid it for a long time, I remember my dad coming over 
when I was 22. Him coming over to my mom’s house and 
taking me outside in his truck and saying [name] are you 
doing drugs?  I said no dad, I take Tylenol PMs at nighttime 
that’s why…because my brother…I had taken so many 
Percocets that I had knocked myself out on the couch, I was 
knocked out.  And the next day my brother called my dad 
because he said my brother told my dad this, and I didn’t 
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know he told my dad this happened, he says [subject’s 
name], my brother said what was wrong with you last night. 
And I said what are you talking about?  He says well you 
weren’t breathing right on the couch.  And I said oh yeah I 
had taken Tylenol PMs.  He says no you didn’t.  He says 
‘cuz you weren’t breathing right, I tried to wake you and you 
wouldn’t wake up so I slapped you across the face and you 
still didn’t wake up. (3A)  
 [Pointing to artwork #2] yeah ‘cuz it just reminded me like, 
that I can't always think of the good stuff I always have to 
remember that little guy; he's always in my head.  (4B) 
 The other one [pointing to artwork #2] it sets my goals like 
what I wanna do, it shows me the ups and downs which is a 
very good thing to remember. (4B) 
 1st one is bad thoughts if I go back, and that keeps me 
motivated for not going back because I don't want to go back 
to that. (4B) 
 With the 1st one, the monster, my thoughts were like, me in 
my bedroom with the windows literally covered with paper 
or trash bags whatever would make it dark enough and have 
a little light on and just me sitting there on my bed getting 
high while I was pregnant. (4B) 
“Seeing it” artwork 
concretized 
thoughts & feelings 
 I really liked this [pointing to artwork #2] I should have did 
this a long time ago because now when I see- now when I 
have, let’s say I have the thought to go back out and use, this 
is what I’m going to see and when I have thoughts of being 
lazy and not doing what I’m supposed to do this is what I’m 
going to see and I already know that.  I already know that 
this is what I’m going to see for a long time.  (3A) 
 This one I didn’t really think of until the next day, but 
afterwards I never thought I would think about a piece of 
paper so much.  I never thought I’d think about something 
that I drew so much…I mean into dinner time, into before I 
went to sleep, into the next morning like that’s what I’ve 
been thinking about.  This picture [pointing to artwork # 2] I 
see it all the time now…(3A) 
 I felt happy to be able to see it and explain it & really I was 
doing that for myself. You know? …but it was more let me 
explain it to myself stuff I already knew but to say it out 
loud. (3A) 
 But this one I was, felt good to see it.  I knew that this was 
the truth but I never got to see it so after I was done drawing 
it was good to put a picture to the way I felt [referring to 
artwork #2]. (3A) 
 Is the sign what you see, like the first thing you see?  All I 
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see is this person right up to here [pointing to artwork]. (3A) 
 I see a kid, like a young kid like a really young me, trying to 
please somebody [artwork #2] like excited about climbing 
this rope ‘cuz it’s gonna please somebody. I don’t know 
why? I know it’s a rope of drugs [referring to artwork #1] 
(3A) 
 Which is weird it tells me how scared I am about it, it tells 
me how much anxiety I have about it [the future]. (3A) 
 Like I never realized how much I think of how scared I am, 
but now when I do, this is what I see so I know I’m thinking 
about that at least 10 times a day. (3A) 
 I felt better when I got a lot of it out.  It was nice to see it on 
paper instead of having it in my head. (4B) 
 It's nice to get it out so I could see everything that was going 
on. (4B) 
 The 2nd one it, it was still, still a little relief because it's like 
a happy relief though ‘cuz then I can actually see my future 
coming and how it's gonna be if I stay on track, I can see 
how it's going if it falls off. (4B)  
 It was, it was nice because we all got to see each 
other's…what we see in our head no one else can really see 
that when you have stuff to do-like the materials and stuff to 
actually do it, it feels a lot better. (4B) 
 You can see it [the artwork] all the time, you can add stuff if 
you have too, [or] you don't have to add [to] it, like 
eventually maybe I'll put, add more stuff, [for example] have 
another kid or you know, but right now, that's what my plan 
is. (4B) 
 And that I do not want to become that.  And that just helps 
me know that every hill you go up, there's always a 
downfall, you just got be strong enough to jump over to the 
next one. (4B) 
 The 2nd one is ups and downs…top part is always happy, the 
bottom part is the same as the first, icky, uneasy, nauseated, 
‘cuz I can’t let myself get like that, that’s just not me.  I like 
who I’ve become, a way better person than I first was. (4B) 
 And then the up and downs like I said earlier, people don't, 
don't want to think of the negatives they don't want to see it, 
they just want to think all of this can happen and I can still 
do what I want. (4B) 
 And it was just a lot easier to be able to talk to somebody 
and write it down because without these pictures-I think it's 
easier for visuals-it gets it out, then you can talk about it, 
while you're looking at it so you can't forget it. (4B) 
 it let me see some of what their addiction was, how they seen 
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it in their eyes. (4B) 
 And now I have a visual. And I think visuals are, in my case, 
they actually help me a lot.  You know, I like to be able to 
see it because I have taken pictures of each of them on my 
phone so that every morning I check them out, look at them, 
like look at my goals (4B) 
 1st one is bad thoughts if I go back, and that keeps me 
motivated for not going back because I don't want to go back 
to that. (4B) 
Being special/ 
wants to be 
attended to  
 And even though she [pointing to her baby] was crying this 
day, I really did mean to not finish coloring like that, like I 
don’t want you to think that I didn’t finish. (3A) 
 Do you do that? Can you do that when we’re done [this 
interview]? Because I really want to hear what you think. 
(3A) 
 This one [artwork #2] I just thought it should be bolder. Like 
more [emphasis] on [pointing to areas colored with in 
marker in artwork], less on [pointing to penciled areas in 
artwork], you know, just to see what was important…that’s 
really what I thought with using the markers, was the 
importance of [pointing to artwork] should be colored and 
that’s all you should see so I did this inside yellow and 
orange because it’s happy in there, it’s happy in the house 
and when you’re in that happiness you don’t have to look 
outside and you don’t have to think about what’s going on 
outside (3A) 
 Well, I knew when I was drawing this one [pointing to 
artwork #1], that as bad...you know…as it had gotten for me, 
I wouldn’t change it, because it made me who I am. (3A) 
 I wouldn’t, I would change where-the situations that I got 
out of doin’ the drugs I did, but if I had to go back I would 
want to do it again…Now I have a child and now I’m gonna 
be a stronger person and if anybody else in my life ever has a 
drug problem I can understand it. (3A) 
 But, this one [pointing to artwork #2] showed me a lot about 
myself.  ‘Cuz now, now when I-I’ve always known that I 
revert back to you know the, the child and I would rather 
somebody else take care of me than to move forward with 
my own life and (3A) 
 So as soon as you said that, I saw like if that were my picture 
[referring to another group members artwork] I would have 
thought they’re my mother and father. You know like even 
out in this bad, bad part I still have a foundation I still have 2 
strong people who no matter what were still there next to me. 
(3A) 
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 But when I came home, each day after I came home, it got 
easier and easier to be a kid again. (3A) 
 Then in August I called my mom and said ‘can I come 
home? I know I’m going to need help I know it’ and thank 
God she let me come home (3A) 
 Now that I have this DYFS case- I got a letter in the mail 
saying that I will have “neglect” on your record so you can’t 
work with children and what I always wanted to do was be 
an art teacher. (3A) 
 But I told [counselor’s name] before that for some reason I 
can’t remember my life. Like, I can’t tell you how I was 2 
years ago, I can’t tell you how I was at 5, I can’t tell you one 
teachers name in any year of schooling, can’t tell you 1 
teachers name. (3A) 
 But sometimes I can picture it but I don’t remember how it 
feels. (3A) 
 I don’t remember how I felt last week like I can tell you 
what I DID but I can’t tell you who I was. (3A) 
 I don’t know why I’m like that; I’ve always been like that. 
(3A) 
 I don’t know whether that has something to do with it, can’t 
have something to do with drugs because I can’t remember 
when I was 5 and I wasn’t doing drugs at 5. (3A) 
 But you know how some people can tell you who their 
kindergarten teachers’ name was and can remember the day 
that they drew the pink elephant? (3A) 
 I can’t tell you that stuff, I don’t know that stuff and (3A) 
 I know when I’m 30 I’m not going to remember how I felt- 
(3A) 
 I think it’s more of I don’t remember how-I’m sure if I 
remember how I felt in those situations I would remember 
those situations (3A) 
 But I don’t have any feelings from the past and I don’t know 
why that is. (3A) 
 I think, I don’t know, I don’t know why my mind does that 
to me. (3A) 
 But I think if I could remember how I certain things made 
me feel I’d remember them but even the happiest day to the 
worst day I can’t remember how I felt so I can’t remember it. 
(3A) 
 Like I can picture the day my mom kicked me out, I can 
picture myself leaving but I can’t, I can’t tell you that it was 
the worst day of my life because I can’t remember how I felt. 
(3A) 
 I don’t know I wish I could remember more things. (3A) 
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 …I thought about what I was telling you earlier how I can’t 
remember things… which, ‘cuz maybe I can’t picture myself 
then because I can’t remember. (3A) 
 I don’t know but at the same time hiding it so that my 
parents, my family, are still happy with the person they think 
I am. (3A) 
 Which I think some was part of other peoples. Like I knew 
that some of the other ones were the same look, and I didn’t 
want to do that and I knew that if I looked…(3A) 
 No I didn’t really, while I was doing mine I didn’t look at 
theirs but the first day when all 3 of them had the same 
picture I was like ‘wow, did I do this right?’ (3A) 
 Whereas there’s people in my life, in my family, who never 
had a drug problem, who just don’t understand sometimes, 
ya know? (3A) 
 Like I’m glad that my father, he’s been sober for 17 years, 
I’m glad he went through what he went through at my age, 
because he’s somebody that can understand me, Ya know, 
whereas my mom can’t. (3A) 
 You know like that kind of thing, and until the very, very 
end you know until basically until she [daughter] was born 
and law came into my life and somebody, it wasn’t 
somebody - it was me, but somebody was making me not do 
it [use substances], because I could go do it now if I wanted 
to, but somebody was making me not do it. (3A) 
 Some people can just do it once a year or once in a blue 
moon, but people like me, I'm dependent on chemicals.  I'm 
a very addictive personality, I can addict to anything, right 
now I'm addicted to coffee, [I] drink a pot a day, that's why 
I'm always hyper.  Like yea, we replace one addiction for 
another. (4B) 
 I really wanted to get my point across, I think I did, I really 
do.  I hope someone learns from it from there but you never 
know.  They take what they want to take in. (4B) 
 And the 2nd one, um, yeah I think I did make a little bit of 
an impression because I seen them look at me when I was 
tellin’ it and they're like, you know they didn't actually think 
‘cuz none of them did anything [cocaine] like I did. (4B) 
 We all had very different, yet similar, yet different, because I 
have humps and they're the people, places, and things that 
them things really do mess you up.  And I don't know if they 
understood like that was really true like, now they know, you 
know, that's exactly what can happen.  Everything you can 
lose in one second with one bad person being around, bad 
place, one drug it just all goes away. (4B) 
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 It's nice to know someone can kinda see that, you know, 
wow…that really wasn't a fun drug that was something that 
was really scary, it doesn't seem scary, everybody tells good 
stories, but I cannot think of one drug story from the first 
time I used that was ever happy. (4B) 
 I liked showing mine ‘cuz they seen how mine was, they 
didn't use as powerful a drug as I did. (4B) 
 The other one [group participant’s artwork], was all lies to 
me.  It was just what they were looking at and they were 
taking bits and pieces…if I was to draw something 
outrageous, like say I drew a big circle and did like a pie 
chart she probably wouldda did the similar thing just to give 
you what you want so she could get out of her group, so she 
could just get away.  Which it's not for that, it's actually help 
but…[trailed off] (4B) 
 There was some but like I thought the one [group 
participant] was just copying everything.  When I seen her 
looking at my paper she was trying to take my, my, my 
addiction and make it her own.  Which you can't do that you 
have to work on your own you can't take from other people 
especially, why would you want something like that? (4B) 
Use of artwork to 
describe sense of 
vulnerability: to 
drug use & relapse, 
to the opinions of 
family members 
and others  
 …like she’ll never be able to be out on her own ‘cuz she 
screwed up too much already [referring to artwork #2]. (3A) 
 But none of them have a mature, none of them are mature.  I 
don’t see any of them mature [referring to figures in both 
artworks]. (3A) 
 But, this one [pointing to artwork #2] showed me a lot about 
myself.  ‘Cuz now, now when I…I’ve always known that I 
revert back to you know the, the child and I would rather 
somebody else take care of me than to move forward with 
my own life and (3A) 
 You know? It’s true you can’t go home again because every 
time I came home again it’s be a little bit different it makes 
me feel a little bit less of a person too (3A) 
 I see a kid, like a young kid like a really young me, trying to 
please somebody, like excited about climbing this rope ‘cuz 
it’s gonna please somebody. I don’t know why? I know it’s a 
rope of drugs [referring to artwork #1] (3A) 
 I don’t know why but I just see me trying to please 
somebody. [referring to artwork #1] (3A) 
 She’s scared [referring to artwork #2]. I think she’s scared of 
failure. Scared of letting people down, once again. (3A) 
 But to go on with real life and getting a good job and being a 
good mom and paying the bills and making sure everything 
is done on time. Is something that I do but to think of doing 
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it on my own in 5 years and being, what’s the word? Stable, 
in 5 yrs or being out on my own is scary to me. (3A) 
 At least for right now, it could be the good part of recovery 
or the bad part, the part where I’m hiding from my future or 
the part where I just don’t know what it holds. (3A) 
 Like I know there was a lot of stuff that I went though as a 
kid and even as an early teenager that probably was 
traumatizing but to me it just seems normal, a lot of stuff just 
seems normal. (3A) 
 I’m not, I was never one to um, take criticism or 
complements like I can’t stand it, like either or.  Like I know 
somebody said something about this one while I was doing it 
[pointing to artwork] and I didn’t say anything back. (3A) 
 And like my teacher had came up to me and says, “so-and-so 
wants to buy it” and “so-and-so says this…” and I said I 
don’t want to sell it, because what if they bring it home and 
other people don’t like it.  Like that’s what I was thinking 
even thought I’d never see it again (3A) 
 Then during the art show you’re supposed to stand by your 
work and I didn’t.  I just hid I stayed by one of my 
girlfriends because I just couldn’t take people seeing me and 
seeing what I did at the same time.  Didn’t want it. 
Judge…[trailed off] (3A) 
 It wasn’t about the picture, well I guess it was…somebody 
[in the art therapy group session] said “she’s getting all 
artistic on it,” or something, it was nice though, like it was a 
nice thing. It was like wow! She’s really pulling that, but I 
just kept drawing like I didn’t hear them or that I didn’t 
really know that they were actually talking about me, (3A) 
 I think it was [group member name] and she was looking at 
it and I was getting nervous while she was looking at it, 
made me just want to get it done faster. (3A) 
 It was easier because I knew 2 of them for a little while and 
then the one girl who’s not here anymore; she had just 
started so I didn’t really know her but when I was explaining 
stuff I could look at the 2 I had talked to for a few weeks so 
it was easier to talk about it knowing that they at least knew 
who I was. (3A) 
 …waiting for me to slip so I can go back in there with him 
so he'll have company. (4B) 
 I'm going to use the monster one, ‘cuz have a good thing for 
that.  Like, that's just like he's sitting there thinking, he's just 
sitting there waiting for me, he's underneath of the latch and 
I'm up in the blue part right now you know all happy and I'm 
just-he's just waiting for me to happen to walk by him be 
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like, "psst, psst" through that little place [grate].  And just be 
like 'why don't you just come down for a little bit just come 
down for 5 minutes come visit it's not gonna hurt ya', but In 
the end it will, it could kill me, it really could. (4B) 
 Just waiting for that day for when I mess up so I can come be 
his new best friend; just sit down there with him and block 
everything out…lose everything that's I've worked so hard 
for. (4B) 
 I always see him even when I don’t have the paper in front 
of me.  I always see him, like I know he’s there and he’s just 
waiting…(4B) 
 We all had very different, yet similar, yet different, because I 
have humps and they're the people, places, and things that 
them things really do mess you up.  And I don't know if they 
understood like that was really true like, now they know, you 
know, that's exactly what can happen.  Everything you can 
lose in one second with one bad person being around, bad 
place, one drug it just all goes away. (4B) 
 If they don't have kids they kinda- they do judge you.  They 
look down on you like, 'well I got clean for my 9 months'.  
But yea, what did you do right after you had the baby?  You 
used again. (4B) 
 It's no better than what I did, but they tend to look down on 
that in different ways. (4B) 
 It is very difficult, they don't believe it's a disease, they 
believe it's a choice. (4B) 
 …people that don't have kids and use drugs they do judge 
you and they never take you serious, they think you're 
worthless, you're nothing, that it wasn't a disease it was 
selfishness when it really wasn't it was the disease that took 
over. (4B) 
Victimization – 
feeling at the mercy 
of others & their 
addiction 
 …like she’ll never be able to be out on her own ‘cuz she 
screwed up too much already [referring to artwork #2]. (3A) 
 But, this one [pointing to artwork #2] showed me a lot about 
myself.  ‘Cuz now, now when I…I’ve always known that I 
revert back to you know the, the child and I would rather 
somebody else take care of me than to move forward with 
my own life and (3A) 
 The guy, my first boyfriend, the one I moved in with when I 
was 15, he used to beat the crap outta me every day for 3 yrs. 
I thought it was normal like I just thought well that’s because 
he loves me and I thought every girl, every teenager, goes 
through this. (3A) 
 Stuff that I probably should deal with but it just, it maybe it 
just doesn’t seem to have hurt me, when I know deep down 
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that it probably does but right now it’s just not something I 
would cry over, it’s not something that I feel. (3A) 
 My mom she kicked me out on my 15th b-day and I moved in 
with my boyfriend and I lived with him until I was 18.  
When I moved out I moved to upstate NY, 7 hours from here 
and I finished HS up there…(3A) 
 I can picture the day my mom kicked me out, I can picture 
myself leaving but I can’t I can’t tell you that it was the 
worst day of my life because I can’t remember how I felt. 
(3A) 
 I didn’t see how far I had got and it’s like this [pointing to 
artwork], I can keep going climbing this rope but until the 
very end, I’m not seeing that I’ve killed myself. (3A) 
 You know? That’s what…every time I did a drug it was 
taking the pain away and until I stopped doing it did I realize 
that I had just postponed the pain and created more of it so 
the further I went, the more I was hanging myself. (3A) 
 I'm going to use the monster one, ‘cuz have a good thing for 
that.  Like, that's just like he's sitting there thinking, he's just 
sitting there waiting for me, he's underneath of the latch and 
I'm up in the blue part right now you know all happy and I'm 
just-he's just waiting for me to happen to walk by him be 
like, "psst, psst" through that little place [grate].  And just be 
like 'why don't you just come down for a little bit just come 
down for 5 minutes come visit it's not gonna hurt ya', but In 
the end it will, it could kill me, it really could. (4B) 
 Like it doesn't just after this program it doesn't just go away, 
I wish it was that easy…but its gonna be there for the rest of 
my life that little guy's just gonna be chillin’ there waitin’, 
(4B) 
 Just waiting for that day for when I mess up so I can come be 
his new best friend; just sit down there with him and block 
everything out…lose everything that's I've worked so hard 
for. (4B) 
 It is very difficult, they don't believe it's a disease, they 
believe it's a choice. (4B) 
 At first it is a choice but after that first time, your mind 
makes up if it's gonna be a disease to get you or it's not. (4B) 
Artmaking process 
elicited anxiety 
regarding the 
future, the 
unknown, negative 
emotions, failure 
 But, this one [pointing to artwork #2] showed me a lot about 
myself.  ‘Cuz now, now when I…I’ve always known that I 
revert back to you know the, the child and I would rather 
somebody else take care of me than to move forward with 
my own life and (3A) 
 But to go on with real life and getting a good job and being a 
good mom and paying the bills and making sure everything 
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is done on time. Is something that I do but to think of doing 
it on my own in 5 years and being, what’s the word? Stable, 
in 5 yrs or being out on my own is scary to me. (3A) 
 Because I see I know most people at 25 years old have their 
own place at least, AT LEAST.  (3A) 
 When you said that, that’s what I thought of…but more to 
please myself.  Like um, not letting myself feel any bad 
emotions. I’m pleasing myself with the drugs pleasing 
myself for an hour while I’m high. (3A) 
 She’s scared [referring to artwork #2]. I think she’s scared of 
failure. Scared of letting people down, once again. (3A) 
 At least for right now, it could be the good part of recovery 
or the bad part the part where I’m hiding from my future or 
the part where I just don’t know what it holds.  (3A) 
 ‘Cuz you know I’m trying to hide what it [her future] holds. 
(3A) 
 Which just shows me how much, before this picture, how 
much I actually did think about me being scared of the future 
(3A) 
 Which is weird it tells me how scared I am about it, it tells 
me how much anxiety I have about it [the future].  (3A) 
 Like I never realized how much I think of how scared I am, 
but now when I do, this is what I see so I know I’m thinking 
about that at least 10 times a day. (3A) 
 Me, drawing it this way so you can’t see what’s out there 
[out the window; representing future, ‘outside’ pressures], is 
exactly 100% the way I am. (3A) 
 …and that’s all you should see so I did this inside yellow 
and orange because it’s happy in there, it’s happy in the 
house and when you’re in that happiness you don’t have to 
look outside and you don’t have to think about what’s going 
on outside (3A) 
 I can’t see anything out there; you know I can’t see the 
outside so I left it blank (3A) 
 I’m not, I was never one to um, take criticism or 
complements like I can’t stand it, like either or.  Like I know 
somebody said something about this one while I was doing it 
[pointing to artwork] and I didn’t say anything back. (3A) 
 Then during the art show you’re supposed to stand by your 
work and I didn’t.  I just hid I stayed by one of my 
girlfriends because I just couldn’t take people seeing me and 
seeing what I did at the same time.  Didn’t want it. 
Judge…(3A) 
 I think it was [group member name] and she was looking at 
it and I was getting nervous while she was looking at it, 
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made me just want to get it done faster (3A) 
 Oh ok… and more than dead, this one just feels like there’s 
no way out.  There’s just no way to fix everything that went 
wrong, (3A) 
 Which kind of relates to her [pointing to artwork #2] like 
she’ll never be able to be out on her own ‘cuz she screwed 
up too much already. (3A) 
 It was easier because I knew 2 of them for a little while and 
then the one girl who’s not here anymore; she had just 
started so I didn’t really know her but when I was explaining 
stuff I could look at the 2 I had talked to for a few weeks so 
it was easier to talk about it knowing that they at least knew 
who I was. (3A) 
 The second one was more difficult because I have a problem 
thinking in the future.  I'm more of a day-to-day person, its 
more easier that way. It's hard to even think 10 days ahead, 
11, 12, 3 [days]...it's very difficult. (4B) 
 For this one [pointing to artwork #2] I don't know it was 
very difficult to do, (4B) 
 Yeah that one was very difficult and I still can't believe how 
hard it was (4B) 
 2nd one [artwork] was my up and downs, like confusing 
feelings (4B) 
 I got lucky this time, next time I’m not guaranteed to get the 
help I need; not guaranteed for anything. (4B) 
 The other one’s just scary…well like the tunnel part, it looks 
like water but there’s other colors in it.  It could be the drugs, 
it could be anything, it could be whatever my next addiction 
would be.  It could be anything bad, like, he’s just there with 
all that crap just going thru trying to get that outta there to 
give to somebody else.  I have it like it’s over flowing down 
there like he’s doesn’t want to die. And it’s gonna get higher 
and higher and higher and he doesn’t want to go, so he’s 
trying his hardest to break- to swim to the top and get rid of 
it. (4B) 
 It may look funny to some people but to me that’s really 
scary. (4B) 
 He's a very scary person, well thing.  And something I don't 
want to go back to … I really don't. (4B) 
 Because what happens if I did get… that's my problem, 
when I do think of the future, I think like I'm in the middle, I 
got my husband, I got my daughter, got the apartment.  What 
happens if I do accidentally fall back down?  I'd lose my 
house, lose my husband, lose my daughter…(4B) 
 It’s like, that's like traumatic that means I prolly roll outta 
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control-like it does it gets to ya, makes ya think. (4B) 
 I always see him even when I don’t have the paper in front 
of me.  I always see him, like I know he’s there and he’s just 
waiting…(4B) 
 We all had very different, yet similar, yet different, because I 
have humps and they're the people, places, and things that 
them things really do mess you up.  And I don't know if they 
understood like that was really true like, now they know, you 
know, that's exactly what can happen.  Everything you can 
lose in one second with one bad person being around, bad 
place, one drug it just all goes away. (4B) 
 They- people glorify it and it's just it's not, no drug is 
something you can use to make it, seem happy. None…It 
may seem it, but all you're doing is hiding everything. (4B) 
“More” – wanting 
more from the 
experience, 
expected more of 
others, not satisfied, 
experienced a sense 
of lacking 
 I thought it was pretty neat…I wish we could have had you 
tell us what it meant more…(3A) 
 We didn’t really have enough time for them, for us to all 
explain what we all felt about each other’s [artwork].  That’s 
what I’m sayin it should have been longer, they should have 
gave you more time with us.  So we could give each other 
more feedback (3A) 
 Yea I wish you could have been here longer; I wish we could 
have gotten more in-depth. (3A) 
 …it was just not enough time. (3A) 
 I really, the whole thing- I really wanted to hear what you 
thought about them, you know, but mostly we just talked 
about it and I wanted you to tell us what you saw because 
you’re the therapist, (3A) 
 Yeah, I want to know what you think…unless it makes you 
uncomfortable. I like, basically what I mean, is like what you 
did with the trees well what else could this mean? Like 
unless you don’t see anything…(3A) 
 I wish [another client who had to drop out] would have been 
in it though.  (3A) 
 I just hope that the other girls really thought about it too, and 
I just wish that everybody here could have done this and 
really “did” it, and not just drew something…you know? 
(3A) 
 Honestly, I don’t know, I just wish they would have got 
more into it. I really just don’t feel like they, I feel like one 
of the girls did.  She really drew what she felt but I feel like 
some of the other ones just copied or really weren’t into, 
really didn’t think about it long enough. (3A) 
 I wish they were so I could feel more and see more of what 
they felt. I just couldn’t really identify with some with what 
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was drawn.  But it’s not about them for me; I guess it was 
just for me but…(3A) 
 I guess with them I was, I don’t know, I listened to what they 
said but I didn’t really identify with a lot of it.  (3A) 
 Honestly, I don’t know, I just wish they would have got 
more into it. I really just don’t feel like they, I feel like one 
of the girls did.  She really drew what she felt but I feel like 
some of the other ones just copied or really weren’t into, 
really didn’t think about it long enough. (3A) 
 Yeah, the one girl that we were-I was watching [participant's 
name, that dropped out of study] I was watching her and her 
little monster it looked awful scary but apparently it wasn't 
scary enough for her. But it just felt like all lies, like she just 
did it because she would look at all our papers and she would 
kind of get a drift, like that's how hers was so similar to 
everybody's. That's what I feel…she just copied people to try 
and fit in, that's what she was trying to do.  Just to make it 
look like she was trying when she really wasn't. (4B) 
 The other one [group participant’s artwork], was all lies to 
me.  It was just what they were looking at and they were 
taking bits and pieces…if I was to draw something 
outrageous, like say I drew a big circle and did like a pie 
chart she probably wouldda did the similar thing just to give 
you what you want so she could get out of her group, so she 
could just get away.  Which it's not for that, it's actually help 
but…(4B) 
 There was some but like I thought the one [group 
participant] was just copying everything.  When I seen her 
looking at my paper she was trying to take my, my, my 
addiction and make it her own.  Which you can't do that you 
have to work on your own you can't take from other people 
especially, why would you want something like that? (4B) 
 …just the one person [group participant] I thought was fake 
but that was, she proved it in herself just by not coming back 
and getting help, [by] not saying ‘I need help’.  But that's 
about it. If she was still here, I'd have a problem…but other 
than that everything's fine.  I think she lost it [her desire for 
recovery] because we talked to her about, you know, she's 
been here a month, she's had a dirty urine every time and we 
mentioned inpatient [treatment] and the first thing she said 
was no, and she was like, “How long? Can it be after 
Christmas?”  And we never heard from her again, but I 
prayed for her though…she has 2 beautiful kids, it's not their 
faults. (4B) 
 And the other one [group participant’s artwork], I really 
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didn't see and when I did see it, I had no idea what it- I still 
don't get it to this day. (4B) 
 And seeing theirs, the one [group member's artwork] I just 
did not understand anything she did…[the directive was 
to]'draw a roadmap' and I get some girl looking at ya.  I'm 
like, “wow! I just really got confused.”  I didn't understand 
too much about that one. (4B) 
 And the other one I didn't really understand that picture.  I 
still think about it but, like I mean I understand what she said 
about it, but I just I don't understand how it was on topic.  
Got me a little [thrown] off...but yea…(4B) 
 
 
Composite Textural Description 
The meaning units that were found to describe the composite experience of the 
participants as they participated in the art therapy group sessions with other mothers with 
SUDs were as follows: (1) memories & reminding of past experiences particularly as 
they relate to her SUD, (2) “seeing it” artwork concretized thoughts & feelings, (3) being 
special/wants to be attended to, (4) vulnerable: to drug use & relapse, to the opinions of 
others, (5) victimization – feeling at the mercy of others & their addiction, (6) art making 
process elicited anxiety regarding the future, the unknown, negative emotions, failure, 
and (7) “more” – wanting more from the experience, expected more of others, not 
satisfied, experienced a sense of lacking. 
During their individual interviews, both participants expressed that one aspect of 
their experience of participating in the time-limited art therapy group was remembering 
past events and memories, particularly those related to their SUDs.  Participant 3A shared 
several personal memories that she seemed to feel were significant in her life or were 
representative of who she was today.  She spoke about when she started using drugs and 
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alcohol, how she was kicked out of her house on her 15th birthday, and her participation 
in her high school art show, among other things.  Participant 4B shared one memory that 
was prompted by her first drawing.  The drawing of her addiction as a monster reminded 
her of when she was pregnant and using cocaine alone in her bedroom.  She also stated 
that her drawings were a reminder for her; they reminded her of all the “bad things” she 
went through.   
Another common experience for both participants was that “seeing” the artwork 
seemed to concretize their thoughts and feelings.  Both participants made several 
comments about the act of seeing their artwork and what that was like for them.  
Participant 3A stated that it “felt good to see it.”  She expressed that she knew in her 
mind how he felt but being able to see it and explain it out loud was a process that was 
beneficial for her.  She also commented that her artwork would now act as a visual 
reminder for her.  When she begins to have the thoughts to go back out and use or she 
starts to get lazy, she said she would have the mental image of her artwork and it would 
alert her to this negative thinking.  Participant 4B expressed that she felt better getting it 
out of her head and seeing it on to paper instead and then being able to “see everything 
that was going on.”  She also felt that it was easier to talk about the topics of addiction 
and road to recovery having the images to reflect on.  She stated “you can talk about it, 
while you're looking at it so you can't forget it.”  Participant 4B also mentioned that she 
feels seeing her goals for the future will help her stay motivated and on track.  Both 
participants also made reference to “seeing” things that maybe they had not thought about 
before, reframing past thoughts or looking at something in a slightly different way after 
viewing their artwork.   
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Wanting to be seen as special and needing to be attended to, appeared to be a 
predominant theme for both participants.  It seemed as though the participants exhibited a 
quality of “specialness” that needed to be reinforced by others outside of themselves, 
leading them to require “special attention/treatment.”  Participant 3A distinguished 
herself from the group during the interview by stating that she wished the other had 
gotten more “into it” and tried to get more out of the experience like she did.  She asked 
the co-investigator a few times what she saw in her artwork attempting to get special 
treatment that the other group members may not have gotten.  She specified that she did 
not want to be influenced by other group members’ artwork; she wanted hers to be 
unique and separate from the rest of the group.  Her involvement with DYFS and the law 
may also be a way of being attended to or getting special treatment.  In her retelling of 
some of her memories participant 3A demonstrated the theme of special attention from 
her family and others in her life.  Participant 4B also distinguished herself from the rest 
of the group in her interview by making comments about the other group members’ 
truthfulness, desire to participate, and ability to follow the directive.  She set herself on a 
higher level than the rest of the group members.  She pointed out what she felt were their 
shortcomings and expressed that one copied her artwork as an attempt to give the co-
investigator what she wanted and get out of their regular group.  She also set herself apart 
from the group by stating that she was the only one to use cocaine, and that the rest of the 
group “didn’t use as powerful a drug” as she did.   
Both participants expressed a sense of vulnerability during their individual 
interviews.  Although expressed in differing degrees there was a mutual vulnerability to 
relapse and use again, participant 4B seemed to express more anxiety and temptation 
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around using again.  As Participant 3A spoke about both of her art images, during the 
individual interview, she expressed her vulnerability through representing and describing 
herself as a child, wanting to be taken care of and feeling unsure if she could be 
independent and “stable” on her own.  Additionally, she spoke about her high school art 
show where she was not able to stand next to her artwork for fear of being judged, 
critically or complimentary as she was vulnerable to the opinions of others.  This fear and 
vulnerability was again expressed when she spoke about her experience in the art therapy 
group.  She noticed other group members complementing her artwork and she withdrew 
further by pretending not to hear them and quickly finishing her work.  She also 
expressed this vulnerability to the opinions of others particularly as she talked about her 
artwork #2.  She stated that the “really young” version of herself is “scared of failure, 
scared of letting people down” fearing the judgment of others, participant 3A feels 
vulnerable to their opinions.  Participant 4B repeatedly expressed her vulnerability to use 
again and to “people, places and things” which could potentially trigger her.  She also 
spoke about being judged by other women with SUDs who did not use drugs during their 
pregnancy, those who may have stopped during their pregnancy.  In addition to being 
vulnerable to use, self-doubt and feeling judged by others led both participants to 
experience a sense of vulnerability. 
Anxiety was another mutual theme the participants experienced.  Anxiety was 
mostly experienced around the unpredictability or unknown aspects of their future, when 
they encountered negative emotions, and their perceived failures in life.  Both 
participants expressed being scared or anxious when it came to thinking about their 
future.  Participant 3A states that she finds herself reverting back to a child to “hide 
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from” or avoid the anxiety of her future, becoming independent, and taking on 
responsibilities.  Participant 4B states that she tends to live on a day-to-day basis so that 
she is not overwhelmed by thoughts of her future.  She stated when she does think about 
her future she thinks about all the “people, places and things” that could trigger her and 
what could happen if she were to “mess up” and use again.  She thought about all that she 
could lose, “her house,” “her husband,” and “her daughter” and how that would be 
traumatizing to her.  Participant 3A expressed shame about living at home and felt that 
she should be out on her own although she does not feel ready to be.  She described all 
the things she felt she “should do” such as “getting a good job,” “being a good mom,” 
“paying the bills” and “making sure everything is done on time” and it overwhelms her.  
As participant 3A spoke about her second drawing, she described the scared little girl in 
the picture as herself.  She said that the girl was scared of failure and scared to let people 
down, “once again.”  The pressure to “do the right thing” and not make any mistakes in 
her future adds to participant 3A’s anxiety surrounding her future.  Whereas participant 
4B spoke a good deal about her addiction monster as always being there waiting for her 
to slip up and should she, she might lose control and not be “lucky enough” to get 
treatment, get another chance next time.   
Lastly, the two participants conveyed a theme of “expecting more.”  Whether it 
was from the experience as a whole or from the other group members there seemed to be 
a sense of lacking or not being totally satisfied.  Participant 3A expressed a desire for the 
other group members to have gotten more “into” the process and experience, and for the 
group to identify and be more supportive of one another.  She also wished for more time 
during the groups, more sessions and more input from the co-investigator.  She also 
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seems to expect more of herself but seems to get disappointed when she feels she is not 
measuring up.  Participant 4B was focused on the other group members copying or lying 
or not making sense to her conveying that she may have wanted them to be more 
authentic and honest.  Additionally, during her interview as she criticized the other 
participants she in turn boosted herself up above them, implying that she got more from 
the experience then they could have. 
Composite Imaginative Variation 
There was a young man who was struggling through a very difficult time in his 
life.  He was a proud person who did not feel comfortable seeking guidance from others 
as he saw it as a sign of weakness.  He was also a fairly private person and could not 
imagine sharing the nature of these difficulties with anyone.  Not only did he not want to 
burden his close friends or family with his problems, but he also could not imagine 
opening up to a stranger.  His main concern with sharing his troubles with the important 
people in his life was not only that they may not understand, but also the fear that they 
would reject or think less of him once they knew.  The situation grew worse, as did this 
young man’s frustration and anxiety at not being able to “fix it.”  Although he was not 
always successful at his attempts, a source of great accomplishment for him was the time 
and effort he spent helping to resolve issues in his own life and the lives of others.  It was 
this particular personal crisis, however, that seemed to him, insurmountable.  As a result, 
he was very unhappy with his life. 
On his way to work one day, he noticed an older gentleman sitting on a park 
bench.  His back was to the young man, but the young man could tell by the arch of his 
back and slowness of his movements that this man was probably well into his eighties.  
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Each morning, as the young man walked down the same street from his home to the train 
station, he saw this older man sitting on the same bench.  No matter how hard he tried he 
could not see his face, though.  It intrigued him.  One morning, curiosity got the best of 
the young man.  He did not continue past the park on this morning.  He walked directly to 
the bench where the old man was sitting and he sat down next to him.  They sat together 
in silence for a long while, gazing out at the small duck pond. 
The young man felt anxious with the silence and internally fumbled for a way to 
start a conversation with the stranger.  The old man, however, showed no awkwardness at 
all, and rather exuded a quiet calmness.  Just as the young man was about to introduce 
himself, the old man spoke.  He began:  
My grandfather told me a story of a mother duck who found a safe place, 
in a pile of twigs, at a bend in the stream to lay her eggs.  Every morning before 
the stream became populated by the other stream dwellers, the mother duck would 
leave her nest.  She would use this time, which seemed to be the least risky time 
to leave her eggs, to gather food to eat. 
During a terrible storm one night, a burrow located on this same bank, but 
much farther north of the duck nest, became flooded.  A little egg, that was 
sheltered in this burrow, floated very far down the stream and rolled right into the 
mother duck’s nest while she was gathering food.  When the duck returned to her 
nest, she saw the egg and knew it was not hers.  It was small and rubbery and not 
quite the right color.  Maybe it was her instincts as a mother, but she did not rid 
her nest of the new addition.  She wanted to protect it with the same fervor as her 
own unhatched ducklings.   
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When the time came, all of her eggs hatched including the little rubbery 
egg.  When this little stranger arrived into the world, there was no doubt of his 
uniqueness.  Well that is to say that to any other animal that saw him, there was 
no doubt.  But from the day this little egg hatched, doubt ruled his world.   
The little non-duck looked nothing like the little ducklings with whom he 
hatched.  For that matter, he looked nothing like any of the animals he had 
encountered that inhabited the stream and surrounding forest.  He felt like he did 
not belong.  And as much as she wanted to, the mother duck was unsure of how to 
care for him, and because of his specialness could not care for him as her own.  
He had different needs than her ducklings.  So, the little non-duck was sent off on 
his own to take care of himself and find out where he belonged. 
He was alone, abandoned, rejected and full of questions:  What kind of 
animal was he?  Where did he come from?  Did he have a home?  Did he have a 
family?  Why didn’t anyone want him?  Why did he have to be so awfully 
different?  He did not know who he was and felt like he would not ever know 
unless his questions were answered.  The little non-duck just wanted desperately 
to belong somewhere.  He wanted to feel accepted.  He left his place, near the 
bend in the stream, to begin his journey in search of answers. 
As he started his journey upstream, he thought about the ducks.  He had a 
bill that looked like the ducks, but his was more a snout, with a mouth underneath.  
A duck’s mouth was between its bill.  Well, the non-duck knew that he was 
definitely not a duck. 
 On the second day of his journey, the little non-duck met an animal that 
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called itself an “otter.”  The otter had webbed-feet and fur like the non-duck, but 
he knew that he was definitely not an otter. 
On the third day of his journey the little non-duck, non-otter met an animal 
that called itself a “beaver.”  The beaver had a tail like the non-duck, non-otter, 
but he knew that he was definitely not a beaver. 
By the fourth day of his journey, the little non-duck, non-otter, non-beaver 
felt overwhelmed.  He had no answers and he had no home.  He was just about to 
give up when he spotted a wise old owl.  He did not know that this animal was 
called an owl and he did not see any other of its kind traveling with it. 
He called to the owl.  “Excuse me, can you help me?” 
The owl responded, “What is it that you seek?” 
The little non-duck, non-otter, non-beaver explained his whole story to the 
owl and asked if the owl had any answers for him. 
The owl thought for a little while and then answered this, “I have no 
answers for these questions, but I have some thoughts regarding the questions you 
have not asked.  You seem to define yourself by what you are not.  You say that 
you are not a duck, you are not an otter, and you are not a beaver.  Why not focus 
less on what you lack, and more on what you have to contribute and what you 
able to do?  You see being different as a bad thing, as not belonging.  Maybe you 
should recognize the specialness in being one-of-a kind, being you, and accepting 
all aspects of yourself.  Also, you have said that you cannot truly know who you 
are without knowing what you are and where you are from…I am an Owl from 
the Great North Forest.  By knowing this about me, do you now know me?” 
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The wise old owl flew off, knowing that he left the little platypus to think 
about what he had said.  The owl knew that this little creature had a long road 
ahead of him.  The owl also knew that the real journey the platypus needed to 
begin would not require one more outward searching step, but rather an inward 
one… 
After the old man finished, he picked up his hat, placed it on his head and stood 
up.  He looked down at the young man for one long, knowing moment.  He turned and 
walked away.  His gait was labored and his steps were short and shuffling, but the young 
man noticed that his back seemed straighter and his head held slightly higher than before.  
Maybe there was no difference at all.  Maybe it was the young man’s perception that had 
changed. 
He had not spoken of his circumstance or troubles but, somehow, this stranger 
knew.  He knew that he needed help but had no intention of ever asking for it; he knew 
that he was lost and would continue to stumble.  What had this young man done to 
deserve this guiding hand at the exact moment he needed it?  Had he even thanked the 
old man?  It was at that moment that the young man realized that he had not uttered one 
word to the man, not one word.  He had not even told the old man his name.  He had not 
spoken, but he listened.  Not only did he listen, but he heard. 
This time, as the young man sat on the bench, he was at ease.  This new silence 
gave him peace and for the first time, in a long time, he felt like he could breath.  He 
looked at the stillness of the duck pond and knew that he had not found answers for the 
questions that burdened him a short while ago.  But he realized that, maybe he had not 
been asking the right questions. 
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Composite Revised Themes 
1. “Black and white” thinking 
2. Need for validation 
3. Need for support 
4. Need for acceptance 
5. Desire to be “special” 
6. Wanting more; experiencing lacking 
7. Trying to gain insight from artwork 
8. Guilt/ Shame 
9. Avoidance 
10. Anxiety 
11. Distrust in ones’ core self 
12. Ambivalence 
13. Search for hope/search to “get better” 
14. Openness to help when it’s presented/provided to them 
 
 
Composite Structural Synthesis 
The structural synthesis of meaning and essences of the phenomenological 
experience was completed by the co-investigator by creating a unified statement of the 
essences of the phenomenon as a whole.  By integrating an analysis of the data, and the 
emergence of additional themes following the process of imaginative variation, essential 
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structures were identified regarding the participants’ experience in participating in the art 
therapy group sessions. 
The composite essential structures that emerged from the data included (1) 
creation and verbalization of artwork revealed the participants’ struggles with an 
ambivalent sense of self or poor self-concepts and the need to seek approval from others; 
(2) a sense of deprivation and loss and a simultaneous preoccupation with attempts to fill 
the void from external sources; (3) creation and discussion of the artwork allowed for 
open expression and identification of uncomfortable or painful thoughts and feelings 
despite defenses used against such feelings; and (4) objectification gained by creating and 
discussing artwork led to concretization of thoughts, feelings, and behaviors regarding 
past memories as well as future goals which increased self-awareness, leading towards 
internalization and acceptance of artwork as an extension of self. 
The first essential structure of the experience is the creation and verbalization of 
artwork revealed the participants’ struggles with an ambivalent sense of self or poor self-
concepts and the need to seek approval from others.  Both participants, 3A and 4B, 
described various thoughts of a questioning nature and feelings of uncertainty related to 
their experience in the art therapy groups during their individual interviews which 
culminated into this essential structure.  During the interviews, the participants expressed 
self-doubt and anxiety surrounding their futures, their abilities to provide for themselves 
and their babies, and their ability to not “use again.”  Both participants were also 
preoccupied with what others thought and felt about them.  It appeared that they were 
searching for validation from others as a way to help define their ambivalent sense of 
self.  During her individual interview, participant 3A spoke about her past experiences of 
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creating artwork in high school.  She expressed that she felt great concern that her 
artwork would not be accepted by others and therefore she tried to avoid those situations 
where she may have been judged.  She also talked about trying to hide her drug use from 
her family because she wanted them to continue to think she was the “good daughter they 
thought she was.”  Participant 4B conveyed her preoccupation with others by focusing on 
and discussing what the other group members were doing and by policing their behaviors 
and evaluating the “rightness” of their artwork during her individual session.  The 
participants’ emphasis regarding these experiences speaks to their self-doubt and their 
need to seek out others opinions or perceptions of them to define a sense of self.   
The second essential structure of the experiences is a sense of deprivation and loss 
and a simultaneous preoccupation with attempts to fill the void from external sources.  
The composite revised themes that emerged through the data analysis included a need for 
validation, a need for support, and a need for acceptance, which culminated into this 
structure.  The participants verbalized feelings related to a sense of lacking and “wanting 
more” as experienced during the group sessions, and a desire for more involvement from 
group members as well as wanting additional group sessions.  During the individual 
interviews, both participants, whether talking about their actual experience or sharing 
personal stories as they related to their experience, seemed to reflect their need to elicit 
validation, support, and acceptance.  They both commented on feeling more comfortable, 
understood, and accepted in a group of other mothers with SUD.  Participant 4B further 
noted that other mothers who used drugs during their pregnancy made her feel even more 
at ease due to a sense of understanding and the lack of stigma and judgment.  
Additionally, a general sense of “wanting more” or experiencing lacking evolved as a 
213 
theme through the data analysis.  Both participants expressed a desire for more 
involvement from other group members, more time in the sessions and/ or more sessions.  
A sense of lacking was also described by the participants in areas such as, lacking control 
in their lives, lacking self-worth, and lacking acceptance by others.  These themes were 
seen to comprise an essential structure of the participants focusing on their sense of 
deprivation and needing to fill the void by means of eliciting nurturance, support, 
validation and acceptance from others. 
The third essential structure states the creation and discussion of the artwork 
allowed for open expression and identification of uncomfortable or painful thoughts and 
feelings despite defenses used against such feelings.  The art making and discussion 
process appeared to allow both of the participants to openly express some uncomfortable 
or unpleasant feelings, while attempts to decrease their anxiety were also present.  The 
participant’s expression of anxiety was seemingly one of the most common reoccurring 
themes that were found in this study.  Both participants seemingly experienced anxiety 
when they discussed creating and sharing both of their drawings.  The first drawing 
which asked the participant to “draw their addiction” as well as the second drawing, 
which asked the participants to “draw/create their road to recovery” appeared to elicit 
feelings of anxiety as well as feelings of guilt, shame and arguably some underlying 
anger.  Both participants also expressed fearing the unknown aspects of their futures and 
the challenges they will have to face in life and recovery, which further increased their 
anxiety.  Based on participant 4B’s verbal responses, it could be supposed that her 
addiction monster was so overwhelmingly frightening, that she cannot even fully depict 
its “scariness.”  Participant 3A noted that she could not even think about her future or try 
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to envision her road to recovery so she did not draw one.  Defense mechanisms such as 
avoidance, denial, splitting, and incorporation, as well as the use of control were utilized 
to protect against experiencing these unpleasant feelings, thoughts, and impulses and 
were employed and observed through verbalizations, behaviors/ actions, and seen in the 
participants’ artwork as well. 
The fourth and final essential structure that emerged from the data analysis is that 
objectification gained by creating and discussing artwork led to concretization of 
thoughts, feelings, and behaviors regarding past memories as well as future goals which 
increased self-awareness, leading towards internalization and acceptance of artwork as an 
extension of self.  Both participants engaged in the art making process and expressed 
enjoying it.  To a greater or lesser extent, both participants expressed that the artwork 
evoked memories of past events, particularly in artwork #1.  Additionally, they both 
described artwork #2 as an image that acts as a reminder for future goals.  They both 
made efforts to try and gain some insight through the use of their artwork and the group 
experience.  Additionally, the participants spoke with intent and seemed confident when 
it came to discussing their artwork.  Neither participant, during their individual interview, 
made statements about self-perceived inabilities or shortcomings in relation to discussing 
their artwork and their experience.  It was clear through the participants’ verbalizations 
that they had a connection with their artwork and accepted it.  Both participants stated 
that they would like their artwork back at the end of the study because they found it 
helpful and wanted to reflect upon the artwork later and use it as a reminder, showing a 
sense of ownership and value in their work.  They appeared pleased with their artwork 
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and neither participant expressed having regrets or the desire to change anything about 
their artwork, showing a level of acceptance of it, as is. 
 
Validation Interviews 
 Validation interviews were conducted immediately following the analysis of the 
data.  The purpose of these interviews was to insure the validity of the data collected 
during the study.  Both participants were contacted by telephone in order to discuss the 
results and determine if their experiences were adequately reflected in the analysis.   
Participant 3A was unreachable.  The co-investigator called on several occasions 
attempting to reach participant 3A.  Initially, a family member answered the phone and 
informed the co-investigator that participant 3A was unreachable to the family and that 
the co-investigator should try back in a week and they might have a new phone number 
for her then.  In one week’s time, the co-investigator called back and left a message for 
participant 3A to return her call.  Participant 3A’s mother called the co-investigator and 
advised her that participant 3A was living away from home in a residential treatment 
program for mothers with SUD and their children.  She stated that she does not get to talk 
to her daughter often since she left.  Participant 3A’s mother stated that she would pass 
the message along the next time she talked to her daughter for her to contact the co-
investigator.  A month passed and the co-investigator had not heard from participant 3A 
and assumes that she will not hear from her before the study is complete, if at all.   
Participant 4B was available and participated in the validation interview.  She 
agreed that the information that the co-investigator recited to her was accurate and 
reflected her experience.  In addition to confirming the accuracy of the data collected and 
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analyzed, participant 4B was given the opportunity to elaborate on her experience if she 
felt it would better illustrate her experience of what it was like being in the time-limited 
art therapy group.  Participant 4B stated that she “did not have anything else to add” but 
she stated that it was accurate because she “still remembered doing it.”   
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CHAPTER 5: DISCUSSION 
This chapter discusses the interpretation and implications of the results in this 
study.  The study was designed to explore the personal lived experience of mothers 
recovering from SUDs as they participated in a time-limited art therapy group.  Through 
a qualitative, phenomenological study design, the data were collected and analyzed, 
resulting in the identification of the results in the form of four composite essential 
structures of the phenomenon, which were: (1) creation and verbalization of artwork 
revealed the participants’ struggles with an ambivalent sense of self or poor self-concepts 
and the need to seek approval from others; (2) a sense of deprivation and loss and a 
simultaneous preoccupation with attempts to fill the void from external sources; (3) 
creation and discussion of the artwork allowed for open expression and identification of 
uncomfortable or painful thoughts and feelings despite defenses used against such 
feelings; and (4) objectification gained by creating and discussing artwork led to 
concretization of thoughts, feelings, and behaviors regarding past memories as well as 
future goals which increased self-awareness, leading towards internalization and 
acceptance of artwork as an extension of self.   
The organization of the chapter is as follows: First, each composite essential 
structure of the experience is discussed as it relates to the results the reviewed literature, 
theoretical perspectives, the participant’s collected artwork, and/or the group process in 
the data collection art therapy groups.  Second, following the discussion of the composite 
essential structures, the clinical implications of the results from this study, as they relate 
to the field of art therapy as a treatment modality with women who have SUDs, are 
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addressed.  Third, the limitations of this study are discussed and, finally, suggestions of 
future research relating to this topic are identified and discussed.   
An outcome of analyzing the data in this study, and as is common in qualitative 
research, is a particular theoretical perspective emerged concomitant to the emergence of 
the essential structures.  The theoretical perspective, which is discussed in this chapter, is 
object relationship theory.  Although, in the literature review in this study, a brief 
exploration of a multitude of theoretical conceptualizations of SUD etiology was 
included, and although many of the theories could be applied to help understand the 
experiences of the two participants in this study, the results, in particular the first two 
essential structures, seem best conceptualized and explained utilizing the object relations 
theories psychological frame of reference.  Even though it is not the task of this study to 
define or conceptualize the origin of the participants’ SUDs, the use of this theory is 
employed in order to provide a framework within which to attempt to better understand 
the participants’ experiences of participating in a time-limited art therapy group.  The 
first two essential structures were similar in that they were both found to relate to the 
participant’s experience of self and other in the group, which led to the employment and 
utilization of attachment and object relations theories as a psychological frame of 
reference.  The third essential structure relates to the participants’ expression of emotions 
regarding the art therapy group process and the fourth essential structure relates to the 
concretization of thoughts, feelings, and behaviors and increased self-acceptance. 
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Major Findings: Composite Essential Structures of the Experience 
Creation and Verbalization of Artwork Revealed the Participants’ Struggles  
with an Ambivalent Sense of Self or Poor Self-Concepts 
and the Need to Seek Approval from Others 
 
The first essential structure states that the creation and verbalization of artwork 
revealed the participants’ struggles with an ambivalent sense of self or poor self-concepts 
and the need to seek approval from others.  This structure emerged from the participants’ 
tentative and restricted group interactions, their lack of a developed self image in their 
artwork, and was expressed through their numerous verbalizations regarding their 
extreme focus on whether others approve of them or not.  The participants seemed to 
have weak or poor self-concepts and attempted to increase their self-worth through 
seeking validation and approval from others.  While the specific origins of the 
participants’ underlying struggles with self and self-concepts are unknown, research 
literature revealed that a vulnerability exists between the future development of SUDs 
and early disruptions in attachment or object relations (Dodes & Khantzian, 2005; Flores, 
2001; Ganzer & Ornstein, 2008; Greenspan, 1993; Kassel, Wardle, & Roberts, 2007; 
Khantzian, 1993; Krystal, 1993) and that such early disruptions have been notably related 
to self-doubt, low self-esteem, and poor self-concepts, among other experiences, which 
could intensify the risk of developing an SUD (Flores, 2001; Kassel, Wardle, & Roberts, 
2007) especially in women with SUDs who are more prone than men to experience such 
low self-esteem (Ashley, Marsden, & Brady, 2003).   
The object relations theory is an outgrowth of psychoanalytic theory that focuses 
more on interpersonal relationships with the object (such as the mother) and the seeking 
of that relationship to satisfy needs, rather than on the needs themselves, and suggests 
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that the core of personality is formed in infancy (Kaplan & Sadock, 2003).  The term 
‘object’ is the crux of the object relations theories.   
Freud believed that an object was a person, thing, or mental representation 
through which one is gratified, while his student, Melanie Klein (1964) observed 
that it was someone (usually the mother) onto whom the child projects desires, 
wishes, or other powerful emotions.  Initially, a child is joined with the mother, 
experiencing bonding along with good and bad aspects of that attachments; the 
task is to successfully separate from mother and eventually, with maturity, to take 
in all aspects, both good and bad develop autonomy (Malchiodi, 2002, p. 53).   
The concept of attachment is the foundation of object relations theories (Malchiodi, 
2003).  The attachment theory, as conceived by Bowlby, (as cited in Kaplan & Sadock, 
2003) describes attachment as the “emotional tone between children and their caregivers 
and is evidenced by an infant’s seeking and clinging to the caregiving person…which is 
designed to promote proximity to the desired person” (p.140).  Attachment therefore 
gives the child a sense of security.   
Theorists who utilize these psychodynamic theories to understand and 
conceptualize SUDs argue “that poor attachment in early childhood leads to internalized 
shame, which, in turn, leaves the child at risk for subsequent substance abuse” (as cited in 
Kassel, Wardle, & Roberts, 2007, p. 1165).  Moreover, vulnerability to SUDs is prevalent 
in persons who have “suffered neglect of their attachment needs and compensate by 
artificially inducing ‘merger’ states through their use of drugs and alcohol,” and that 
addiction often presents as a result of not receiving, or failing to internalize, the 
“comforting capacities of his or her early attachment figures” (as cited in Kassel, Wardle, 
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& Roberts, 2007, p. 1165).  Flores (2001) agrees and hypothesizes that due to such early 
disruptions in self-object relations, “the use of substances initially serves a compensatory 
function, providing temporary relief by helping lubricate an otherwise cumbersome 
inadequacy and ineptness in their interpersonal attachment styles” (p. 64).  Additionally, 
psychodynamic conceptualizations of SUDs have been theoretically linked to 
developmental conflicts at multiple conceptual stages of early development, including 
Freud’s oral and anal stages, and corresponding to most of Mahler’s stages of separation-
individuation, generally ranging from birth to two or three years of age (Dodes & 
Khantzian, 2005; Flores, 2001; Ganzer & Ornstein, 2008; Greenspan, 1993; Kassel, 
Wardle, & Roberts, 2007; Khantzian, 1993; Krystal).  Although various theories 
supporting the origination of SUDs can seem convincing and may lend themselves to 
empathic understanding, it should be noted that there has yet to be empirical research to 
validate such beliefs (Kassel, Wardle, & Roberts, 2007). 
In a general analysis of the participants’ artwork in this study, although the 
participants are 24 and 25 years old, their developmental levels can be assessed as 
regressed to between the levels of the Gang Age (9 – 12 years old), and Pseudo-
Naturalistic Stage (12-14 years old), with some aspects indicating Adolescent Art (14 – 
17 years old) according to Lowenfeld and Brittain (1987).  Additionally, there are 
indicators in the artwork suggesting conflicts from much earlier stages of development, 
predominately oral stage conflicts and defenses, which according to Freud’s stages of 
psychosexual development, the oral stage is experienced between birth and 18 months 
and can relate to excessive oral gratifications or deprivations (Kaplan & Sadock, 2003).  
When these early conflicts are not successfully navigated and resolved they may also 
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often result in excessively dependent characteristics within the individual (Kaplan & 
Sadock, 2003).   
Orality, which indicates signs of oral defenses, conflict or regression, and related 
dependency, meaning excessive reliance on a person or object to meet ones needs, can be 
seen in both participants artwork.  Images such as toothy mouths, mouth-like images, 
water, and the use of incorporation, objects within other objects, all relate to orality, and 
according to Landgarten (1981) orality found in artwork early in treatment may be seen 
as an unconscious expression of the need for psychological nurturance.  Along similar 
lines, images lacking hands and feet, objects that are unsteadily grounded/not fully 
anchored to baseline, are seen to relate to helplessness and dependency.  These oral 
indicators in artwork suggest a disruption during the infants’ early developmental phase, 
and are commonly seen in the artwork of people with SUDs (N. Gerber, personal 
communication, March 21, 2006).  Freud’s concept of the infant’s oral stage is also when 
attachment takes place and object relations begin to develop according to their respective 
theories.   
Additionally, various defense mechanisms, which are automatic and unconscious 
strategies used by the ego to defend against anxiety, (Kaplan & Sadock, 2003) can be 
seen in the artwork of the participants.  The defenses of denial, avoidance, incorporation, 
splitting, regression, isolation, and intellectualization, were noted in the participants’ 
artwork.  A majority of these defenses are considered primitive or immature, stemming 
from and further suggesting early disruptions in development, attachment and object 
relations for these participants. 
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In looking at the artwork from both participants, ambivalent feelings can also be 
identified through the juxtaposition of images and the participants’ related verbalizations.  
Ambivalence can be briefly described as “the simultaneous existence of opposite 
feelings, attitudes, and tendencies” (Woody, 1993, p. 176).  Ambivalent feelings were 
noted in the participants’ verbalized desires to not be dependent on substances any longer 
while also less overtly noting the “benefits” of being numbed to painful feelings and not 
feeling lonely.  The ambivalence surrounding the participants’ sense of dependence and 
autonomy as well as conflicting and confusing feelings about being in recovery, could 
seemingly make for a confusing sense of self.  Additionally the over-reliance or excessive 
dependence on others indicates disruption in the attachment process leading the infant 
and possibly later adult to not have a fully integrated self and therefore struggle with an 
ambivalent sense of self, defending against being dependent, yet yearning for approval. 
As observed in the group interactions between the participants of this study, the 
art therapy group experience reflected deficient socializations and interpersonal 
ineptness.  Both participants commented on concrete similarities within the group and the 
importance of being able to “identify” with the other group members however, 
conversely, they both verbalized statements highlighting their differences apart from the 
group, seemingly unsure about where they “fit in.”  Although, at various stages in the 
progression of psychological development this desire to belong, yet be regarded as a 
unique individual, is a normal phase, particularly during adolescence where these women 
were seen to be functioning, and it is a well observed and documented phenomena in the 
initial phases of group dynamics (Yalom & Leszcz, 2005), these participants’ experiences 
seemed to be heightened possibly due to their inadequate interpersonal relations while 
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additionally experiencing the “normal” anxieties of group formation.  Likewise, the 
participants’ conflicting statements were seen as a struggle between wanting to belong 
and be supported while simultaneously wanting to be seen as unique and special and their 
difficulty in mediating those two dynamics.   
Additionally, both participants further distinguished themselves during the in-
depth interview by commenting that they felt that the other group members either could 
have participated more, took it more seriously, or been more honest in their interactions 
within the group.  This may also be seen as a narcissistic defense to be seen as special 
and more favorable in the eyes of the co-investigator, than the rest of the group.  The 
attachment theory, as it applies to SUDs and group therapy, has significant implications 
in the current climate of our culture, where independence and self-sufficiency is desired 
“all too often at the cost of alienation from self and others” (Flores, 2001, p. 68).  A 
group art therapy setting can be structured in a way that will aim to emphasize the 
importance of socialization and interpersonal relations as a healthy dependence especially 
in women with a historical disruption of object relations and an over-reliance on negative 
attachments such as alcohol and/or other drugs.   
As a result of the previous interpretations of the data analysis an hypothesis could 
be proposed that typical early adolescent issues and conflicts may be a contributing factor 
to the participants’ experience, and because self-identity and social or group identity are 
key dynamics during adolescent development, they are also additional issues experienced 
by these participants, particularly when placed into a new group.  In this study, each 
participant sought some sort of approval or acceptance of others.  Both participants 
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indirectly and covertly expressed a desire to gain the group’s approval as well as the co-
investigators.   
Yalom & Leszcz (2005), break the dynamics of group psychotherapy into specific 
phases and asserts that, generally “groups are first preoccupied with the task of initial 
membership engagement and affiliation” (p. 310).  Whereas each participant wanted to 
feel accepted by the group and desired the approval of the group, the participants also 
may have felt that they could not place their trust in others as a result of early attachment 
deficiencies.  Early proposals by Bowlby (as cited in Kassel, Wardle, & Roberts, 2007) 
suggested a connection between early attachment experiences and dysfunctional attitudes.  
The theory proposes that “repeated interactions with the primary caregiver form a set of 
expectations and beliefs about the reliability and supportiveness of others, and that such 
beliefs influence notions of the self that further guide emotional experience and behaviors 
throughout life” and the notion that “an insecurely attached child would be at heightened 
risk to develop a model of the self as unlovable and a model of others as unreliable or 
untrustworthy, cognitive schemas that would likely adversely influence future reactions 
to interpersonal stressors” (p. 1166).  Kaplan & Sadock (2003) propose that “a person’s 
psychological health and sense of well-being depends significantly upon the quality of his 
or her relationships and attachment to others, and a core issue in all close personal 
relationships is establishing and regulating that connection” (p. 143).  It could be 
hypothesized that the participants of this study, while ultimately desiring the approval of 
the group, see themselves as unlovable and unworthy and others as untrustworthy, 
therefore possessing the inability to accept approval (even if offered) due to the 
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dysfunctional attitudes born from neglect of their primary caregiver and early attachment 
experiences.   
A Sense of Deprivation and Loss and a  
Simultaneous Preoccupation with Attempts to 
Fill the Void from External Sources. 
 
The second essential structure was that both participants revealed a sense of 
deprivation and loss and a simultaneous preoccupation with attempts to fill the void from 
external sources.  This essential structure suggests that both participants verbally 
expressed notions of lacking or loss as they participated in the group sessions, and 
therefore a related sense of deprivation was identified. Additionally they looked to 
external sources in order to alleviate, help regulate -fill the void- or elicit nurturance to 
ease their sense of deprivation.  Specifically, the participants verbalized conscious losses 
associated with their past drug use and anxiety and fear surrounding potential future 
losses, such as relationships, children, jobs, residences, “stability,” life, and control, if 
they were to use again.  They also verbalized a desire for more participation and 
interaction from the group, wanting more time in the sessions and/or wishing for more 
group art therapy sessions, which was seen as an attempt to elicit nurturance for their 
perceived sense of deprivation.  “Attempts to fill the void” could be conceptualized as 
dependency, looking to others in an attempt to defend against, relieve, or compensate for 
their proposed poor early attachments/object relations and possible fear of abandonment.   
The sense of deprivation expressed by the participants and the subsequent desire 
for nurturance could be attributed to grieving the loss of their drug and originating from 
the unconscious object-meaning of their drug.  Those who employ psychodynamic, 
attachment, and object relations theories understanding of SUDs have noted the use of 
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substances as a surrogate for a longed-for or needed primary care figure, such as the 
mother, one that is seen as omnipotent, magical or is completely controllable and 
available to the infant, (Dodes & Khantzian, 2005; Flores, 2001; Ganzer & Ornstein, 
2008; Krystal & Raskin 1970; Wurmser, 1974) but that which the infant either did not 
receive or was not able to internalize.  The experience of maternal deprivation, a lack of 
care by, and interaction with, the mother during infancy leads to attachment disruptions 
and/or disorders during the child’s development.  Ainsworth (as cited in Kaplan & 
Sadock, 2003) confirmed that attachment serves the purpose of reducing anxiety in 
infancy and throughout an individual’s development and adulthood.  According to 
Bowlby’s (as cited in Kaplan & Sadock, 2003) theory of anxiety, “a child’s sense of 
distress during separation is perceived and experienced as anxiety and is the prototype of 
anxiety” (p. 141).  It is the mother’s ability to relieve the infant’s anxiety that is essential 
to the development of attachment in the infant, and when the mother or primary caregiver 
is unavailable, physically or emotionally, anxiety develops in the infant (Kaplan & 
Sadock, 2003).   
In prolonged periods of separation from the mother, when the mother is either 
physically or emotionally unavailable to the infant, the infant is said to experience 
anxiety as well as have ambivalent feelings towards the mother, the child both wants the 
mother and is angry with her for her desertion (Kaplan & Sadock, 2003).  In utilizing this 
conceptualization, Kohut (1993) further explains, that the substance becomes the 
“substitute for the self-object which failed the infant traumatically” by ingesting the 
substance the individual “symbolically compels the mirroring self-object to sooth him 
[her], to accept him [her]” and “provides him [her] with the self-esteem which he [she] 
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does not posses” or that the individual “creates the experience of being merged with a 
source of power that gives him [her] the feelings of being strong and worthwhile” (p. vii-
viii).   
During the art therapy group the participants in this study described a sense of 
loss or deprivation and looking externally, in particular to the group and co-investigator, 
in order to alleviate such feelings.  Both participants expressed difficulty in visualizing 
and representing their futures due to overwhelming feelings, particularly the fear of loss, 
they both verbalized that they did not want to think about their futures because as 
participant 4B stated they are afraid of losing all that they have worked so hard for in 
treatment/recovery.  In the artwork of both of the participants, aspects of loss could be 
identified.  In looking at all four drawings related themes can be seen, a strong sense of 
isolation and loneliness (loss of relationships) is present in at least three of the images, 
and can be seen as reflected in the figures which are all alone in their environments, 
closed-off from others.  Additionally themes of death (the ultimate loss), loss of children, 
loss of love, and loss of residence can be seen in both participants’ images as well, 
through images representing an “unbeknownst” suicide, sadness over children in 
protective services, and broken/cracked homes and hearts.  Therefore it may be 
hypothesized that, for these mothers with SUDs, the loss of the substance, seen as a 
surrogate for the primary caregiver, may have induced or triggered unconscious feelings 
or sensations from their early deprivation or feelings of loss associated with their initial 
attachment figure/ object relationship which was conceptualized to not be empathetic to 
the infants needs.   
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Utilizing these previously discussed psychodynamic theories to understand the 
experience, it could be hypothesized that the deficits and deprivation from the 
participants’ lack of psychic structure resulted from a disturbance in a primary 
relationship and was experienced during the group sessions among the participants as a 
transferential phenomena.  It is at this time that it seems appropriate to introduce the 
concept of transference.  Transference can be defined as the displacement of patterns of 
feelings, attitudes, and behaviors, originally experienced with significant figures of one’s 
childhood, to individuals in one’ current relationships (Kaplan & Sadock, 2003; Woody, 
1993).  “This process is unconscious and brings about a repetition of attitudes, fantasies, 
and emotions” (Woody, 1993, p. 176).  Transference often develops in many of our 
relationships and is of major significance in psychoanalysis and other psychotherapies, 
when the patient displaces unwarranted feelings and behaviors onto the clinician or in the 
case of group psychotherapy, other group members (Wood, 1993).  “The analyst’s role is 
to help a patient gain insight into the underlying wishes and conflicts inherent in 
transference and therefore make the unconscious conscious” (Kaplan & Sadock, 2003, p. 
925).  The purpose of this group was not to make any significant analytical 
interpretations however, had this been an ongoing art therapy group, the artwork and any 
verbalizations or actions could be explored once a therapeutic alliance was formed and 
the client was seen as ready to delve into her past primary relationships.   
As discussed in the first essential structure, the group during the art therapy 
sessions appeared to be predominately focused on seeking approval and as stated in this 
essential structure they are also trying to compensate for their feelings of deprivation by 
attempting to elicit nurturance from others.  Both of these structures are dependent based 
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interactions, not mutual ones.  Furthermore, when the participants were asked to discuss 
their artwork in the group art therapy setting, the transferential phenomena, experienced 
towards the other group members and the group leader, may further induce those early 
childhood responses interrupting interpersonal interactions within the group.  Due to 
numerous additional factors, such as the previously stated developmental levels of the 
participants, their employed defenses, their disruptions in early object relations, and the 
fact that this is a newly formed group, the group members had some difficulty 
communicating on a verbal level.  Although they spoke about their artwork it appeared 
that they were too preoccupied to empathetically listen to one another.  It could be 
hypothesized that the use of the art images may have been one approach, possibly on an 
unconscious level, in which they could begin to get a sense of what the others in the 
group were thinking and feeling, and that this could eventually lead to increased empathy 
for others.   
Creation and Discussion of Artwork Allowed Open Expression and 
Identification of Uncomfortable or Painful Thoughts and 
Feelings Despite Defenses Used Against Such Feelings 
 
The third essential structure that emerged was that creation and discussion of the 
artwork allowed for open expression and identification of uncomfortable or painful 
thoughts and feelings despite defenses used against such feelings.  The art making and 
discussion process appeared to allow both of the participants to openly express some 
uncomfortable or unpleasant feelings, while attempts to decrease their own anxiety were 
also present.  The participants’ expression of anxiety was seemingly one of the most 
common reoccurring themes that were found in this study.  Anxiety was experienced by 
both participants when they discussed creating and sharing both of their drawings.  
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Defense mechanisms such as avoidance, denial, splitting, and incorporation, as well as 
the use of control were utilized to protect against experiencing these unpleasant feelings, 
thoughts, and impulses and were employed and observed through verbalizations, 
behaviors/ actions, and seen in the participants’ artwork as well. 
It has been well reported that, “the most frequently described function for 
substance use is the management of intolerable or overwhelming affects” (Dodes & 
Khantzian, 2005, p. 460).  Now that these two participants are not using drugs to manage 
their intolerable or overwhelming feelings, they need to find new ways of coping with 
them.  A theory based in modern psychoanalytic thinking proposes, “substance abuse 
itself is a defense mechanism” (Thombs, 2006, p. 129).  Additionally, people with SUDs 
use alcohol and other drugs to defend against their unconscious early attachment 
disruptions, which are also unconsciously experienced in current feelings of 
overwhelming anxiety, depression, boredom, guilt, shame, and other negative emotions.  
Therefore, taking action by use of drugs or alcohol could be seen as an attempt at self-
treatment, albeit a maladaptive, and damaging one.  The SUD-affected individual could 
be understood as an active and concrete way to manage and alleviate the emotional pain.  
Once the individual discontinues the use of substances, their former defense mechanism 
against anxiety and other uncomfortable/ painful emotions, they unconsciously replace 
the substance use defense with other, often maladaptive, defenses so that they do not have 
to feel those old intolerable feelings.  This is true with all defenses that individuals 
employ; a defense cannot be removed without substituting another to take its place.   
One goal of psychotherapy, which happens overtime, is the identification and 
implementations of healthy, adaptive defense mechanisms to replace damaging, 
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maladaptive ones (N. Gerber, personal communication, October 4, 2009).  However, 
those individuals with SUDs often need to experience the uncomfortable anxious feelings 
that the substances once helped them to avoid in order to learn the sensation and 
recognize it so that in the future they may consciously employ a healthy adaptive defense 
mechanism to get them through their uncomfortable or painful states (N. Gerber, personal 
communication, October 4, 2009). 
The first set of related defense mechanisms evidenced by the participants’ of this 
study was avoidance and denial.  Avoidance is a defense used to keep an unconscious 
wish or narcissistic mortification from conscious awareness (Levick, 1983).  Denial can 
be viewed as a pattern of defense against unwanted feelings by unconsciously blocking 
them out (Albert-Puleo, 1980).  Both participants used these defense mechanisms in an 
attempt to avoid the painful anxiety producing feelings of looking at their futures and 
coping without the use of substances.  They expressed feelings of anxiety, fear, shame, 
and guilt that seemed to be elicited by their pictorial expressions of ambivalent feelings 
towards their futures without the use of substances.  The participants’ range and use of 
color in their artwork was seen to be positive affective expression, showing the ability to 
connect with feelings.  Participant 4B noted that when she was asked to represent her 
“road to recovery,” she was faced with “confusing” feelings, and that she typically did 
not like to think about it, and that she preferred to take things “one day at a time.”  When 
she explained her image, her explanation was confusing to follow and did not quite match 
up with what she actually drew.  However, she was not challenged on this incongruence, 
as it was apparent that she was fairly anxious and this study was not intended to explore 
those deeper issues.  It is also possible that her thinking may have been too concrete and 
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that she was unable to project into the future (N. Gerber, personal communication, 
November 8, 2009), which could be determined over time or through an assessment with 
the participant.  The participant appeared to be somewhat eased by her denial of what she 
drew however, had this been an ongoing art therapy group this artwork and her 
verbalizations would have been addressed once a therapeutic alliance was formed, she 
was assessed as being fairly able to think abstractly, and she was seen as ready to address 
her fears of her foreseen relapses.   
Participant 3A seemed to become more aware of her fear and avoidance of her 
future when she created her second image.  She was so uncomfortable with the directive 
that she avoided the concept all together and did not even draw a road.  In reflecting on 
her artwork she verbalized that she could not envision her future (avoidance) that it 
scared her too much, therefore she did not draw it (denial), however unlike participant 
4B, participant 3A stated that she thinks about the future all the time.  She also noted that 
her image now acts as an indicator, it informed her, by mirroring/reflecting her avoidance 
and denial, and made her aware of how often she thinks about her future and how scared 
and anxious it makes her, feelings that she noted she had been avoiding in her life.  She 
further commented that with this realization she would like to take her artwork to her 
counselor at the facility to begin to address her anxiety and fear that she has been feeling.  
Although only participant 3A briefly mentioned trauma in her past it might be 
assumed, based on statistics and the emotional functioning of the participant, that 
participant 4B may have also experienced some form of trauma in her past.  As the 
literature shows, many victims of trauma use substances as a way to “block out 
memories,” “reduce panic and fear,” (Hien, Cohen, Campbell, 2005, p. 816) cope with 
234 
“feelings of isolation and loneliness,” (CASA, 2006, p. 10) cope with “abusive 
relationships” and/or “other life stressors” (Hser & Niv, 2006, p. 432).  Ehrim (2002) 
explained “self-medication” as it is used by women with SUDs experiencing the negative 
emotional effects of past trauma(s).  He stated, “some have resorted to the use of alcohol 
and drugs in an effort to self-medicate and to numb the overwhelming emotional pain, 
feelings of guilt and shame, and negative beliefs about the self that frequently accompany 
such experiences” (Ehrim, 2002, p. 780).  Women’s only programs are aware that these 
psychological, physical, and emotional traumas need to be addressed when the client is 
ready (Ashley et al., 2003; Klee, 2002), in order for her to be able to heal, otherwise she 
is more likely to continue to relapse (Dodes & Khantzian, 2005; Glover, 1999).  Head (as 
cited in Moore, 1983) claims that people with SUDs tend to avoid.  “In fact, the over use 
of chemicals is in itself an avoidance, a running away.  The life pattern of avoiding all 
situations, of avoiding reality, of avoiding responsibility, of avoiding oneself, becomes so 
strong that a group of addicted people in psychotherapy continue to try very subtle means 
to avoid looking at their problems” (Moore, 1983, p. 252). 
The second set of related defense mechanisms that seemed to be employed by the 
participants during this study was incorporation and splitting.  Both participants displayed 
attempts to defend against uncomfortable, anxious feelings, thoughts, and impulses that 
arose when they thought about their futures, which were elicited by their second 
drawings, “draw your road to recovery.”  The immature defenses of incorporation 
(objects within objects) and splitting (all good versus all bad) can be seen in the artwork 
of participant 3A and 4B, respectively.  As stated, these are lower developmental level 
defenses, considered infantile and therefore pre-verbal, incorporation relates to fantasized 
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oral consumption and attempts to minimize the loss of desired object (Brenner, 1974; 
Levick, 1983) and splitting which refers to sequestering opposing affective states and 
failing to cohesively integrate the positive and negative aspects of the self and others, 
(DSM-IV, 2000) both of these are likely reflections of and defenses against the unwanted 
painful feelings due to their disruptions in early development. 
Although not an actual psychological defense mechanism, the use of control as a 
ritual or behavior was evidenced by the participants of this study.  It can be asserted that 
by using control as a behavior or ritual for coping, an SUD-affected individual seeks to 
control aspects of his/her self because of overwhelming feelings of being powerless 
regarding their addiction.  In expanding upon this theory, Dodes & Khantzian (2005) 
state: 
Addiction may play a central role in seeking restoration of inner control of one’s 
affective state.  This need for control in addicts involves a narcissistic 
vulnerability to being traumatized by the experience of helplessness or 
powerlessness.  The use of substances is seen as a way to correct the experience 
of helplessness; that is, by taking an action (taking alcohol or drugs) that can alter 
their internal affective state, addicts may reassert the power to control their inner 
experience, undoing and reversing the feeling of powerlessness (p. 461). 
Both participants mentioned or alluded to the fear of losing control.  Participants 3A and 
4B both admitted that looking back on times when they were using drugs, although they 
could not see it then, they now recognized that they were not in control and that created 
anxiety for them.  The struggle with maintaining a sense of control or lacking as sense of 
control can also be seen while assessing the artwork of these participants.  Participant 3A 
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structured her images in a controlled manner, utilizing structured media such as pencil 
and markers.  Participant 4B appeared to attempt try and structure her images by 
beginning with structured media such as colored pencil and markers and then moved to 
less structured media such as chalk pastels and oil pastels (craypas).  When she utilized 
the less structured media she appeared to lose some control and regressed (scribbling and 
smearing) and relied on the boundaries of the paper to try and structure and control 
herself.  This reliance on external sources for structure and control may be seen as a sign 
of dependency and participant 3A’s restricted self-imposed controls may be indicative of 
a fear of losing control and a narcissistic defense against a dependency.  Both defenses 
imply a lack of secure attachment, and the participants’ defense against those feelings. 
The defense mechanisms used by the participants, avoidance and denial, splitting 
and incorporation, and control, were allowing the participants to numb feelings that were 
overwhelming and frightening to them.  It seemed that for the participants, the creation 
and discussion of their artwork enabled them to begin to experience such avoided or 
unconscious feelings, such as, anxiety, anger, shame, and guilt.  It is well identified in the 
art therapy literature that a core strength of the creative therapeutic process is that it 
offers a means for bypassing denial and other defense mechanisms often found to be 
present in PSUDs which helps to “open avenues for the identification and communication 
of feelings” (Albert-Puleo & Osha as cited in Francis, Kaiser, & Deaver, 2003, p. 125).  
According to Moore (1983) “for the substance abuser, who often seems to avoid 
experiencing and acknowledging his/her real feelings, the form of the artwork is available 
as an aid in recognizing and differentiating feeling states” (p. 251).  Furthermore, 
unrecognized thoughts, feelings and behaviors may be brought into awareness through art 
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more easily than through language alone, because the client is not able to solely rely on 
his/her well-practiced defenses (Moore, 1983).  The first drawing which asked the 
participant to “draw your addiction” as well as the second drawing, which asked the 
participants to “draw/create your road to recovery” elicited feelings of anxiety as well as 
feelings of guilt, shame and arguably some underlying anger.  Both participants also used 
the term “scary” when they described their addictions.  Art therapy is seen to be 
particularly helpful in addressing the characteristic difficulty of experiencing and 
expressing strong emotional states of individuals with SUDs.  Johnson (1990) says that 
recovering individuals often disclose extreme shame, anguish and rage, through the use 
of their artwork and Waller and Mahony (1999) noted that the “artwork is seen to provide 
containment to the expression or communication of potentially difficult material” (p. 9-
10). 
Albert-Puleo (1980) noted that the use of art therapy enables those with SUDs to 
begin to express and eventually verbalize feelings so that they can begin to tolerate 
painful emotions.  Both participants expressed feelings of guilt and/or shame as they 
described their experience of being in the group, creating and sharing their artwork.  
These feelings of shame and guilt were also discussed often in the literature particularly 
as it related to SUDs in women as well as in the art therapy literature.  Also found was 
the use of image making as a means to allow the PSUD to regain a sense of control over 
his or her feelings.  This is done by having the clients express that which they would 
normally be hesitant or unable to discuss and therefore begin to experience those blocked 
out emotions in a controlled manner to decrease the risk of being overwhelmed (Foulke, 
1976 as cited in Moore, 1983).   
238 
This reinforces and exemplifies the use of art therapy as a treatment modality that 
allows for the expression of unconscious and conscious thoughts, feelings, sensations, 
fantasies, struggles, and experiences through the creation of symbolic images, which 
represent the inner life of the client.  The visual images, in conjunction with the creative 
process that was used to make them, function as a form of pictorial communication 
between the client, clinician, and the group members (Cooper & Milton, 2003).   
Objectification Gained by Creating and Discussing Artwork Led to  
Concretization of Thoughts, Feelings, and Behaviors Regarding  
Past Memories as well as Future Goals Which Increased Self-Awareness,  
Leading Towards Internalization and Acceptance of  
Artwork as an Extension of Self 
 
 The fourth and final essential structure states that objectification gained by 
creating and discussing artwork led to concretization of thoughts, feelings, and behaviors 
regarding past memories as well as future goals which increased self-awareness, leading 
towards internalization and acceptance of artwork as an extension of self.  Both 
participants discussed the creation and discussion of their artwork as evoking past 
memories. Participant 3A was specific and recounted several memories during the 
individual interview while participant 4B recounted one memory and vaguely alluded to 
other “bad memories” of when was she actively using drugs.  Although both participants 
discussed feelings of pain and anxiety in relation to their images, they both also eluded a 
sort of pleasant surprise when they completed their drawings and stepped back to look at 
them.   
The process of “stepping back and viewing” the art objects is known as 
objectification, one of Harriet Wadeson’s (1980) six identified advantages of art therapy.  
The creation of a tangible object is often easier for a resistant client to relate to rather 
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than directly relating to the self (Wadeson, 1980), which may be experienced as more 
threatening.  The satisfaction derived from the creation and viewing of their artwork is 
considered a positive narcissism for the participants (N. Gerber, personal communication, 
October 4, 2009).  These participants have already been identified as developmentally 
functioning at an adolescent level and according to literature regarding the process of 
creating during the adolescent stage, Blos (as cited in Landgarten, 1981) suggests that it, 
Enhances infatuation of the self; it is often accompanied by excitement and carries 
the conviction of being chosen and special person, the sublimated activity can be 
described in these essential terms: 1. it is highly self-centered, that is, narcissistic; 
2. it is subordinated to the limitations of an artistic medium, and consequently is 
partially reality oriented; 3. it operates within the modality of ‘giving life to a new 
existence, the self; 4. it constitutes a communication with the environment, and is 
therefore partially object related” (p. 156).   
This is of particular importance since these mothers, who are functioning on an 
adolescent level, are unconsciously impeded by early developmental issues regarding 
their poor object relations and attachments, as well as struggling with their sense of self.  
Furthermore, Foulke describes the satisfaction experienced by the individual from 
achieving visual representation of something felt.  He states, “…self-esteem is enhanced 
by the increased capacity to experience a previously warded-off emotion and may be 
further strengthened by the integration of a once-intolerable feeling into an overall sense 
of self” (as cited in Moore, 1983, p. 253). 
Both participants described feelings of “relief” or “releasing something” after 
completing and sharing their artwork with the group.  Both participants seemed to 
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describe a cathartic experience of expressing conscious and unconscious thoughts and 
feelings that were previously not expressed or identified.  The process of externalizing 
some of their issues seemed to offer a bit of clarity and concretization to the ambiguous 
thoughts, fears, and other uncomfortable feelings they were experiencing, seemingly 
regardless whether they were verbally addressed during these sessions or not.  The art 
therapy literature suggests that through objectification, observing, reacting and 
responding to their creative images within their artwork, clients are often able to explore 
relationships between their thoughts, feelings and actions (Cooper & Milton, 2003; 
Matto, Corcoran, & Fassler, 2003; Wilson, 2003).  Therefore, the complete art therapy 
process, from initiating creation to reviewing the end result, assists the client in 
developing the ability to review these relationships within the therapeutic session and 
eventually translate them into his or her life and functioning outside of the session, 
resulting in greater awareness and more adaptive functioning (Cooper & Milton, 2003).  
Moreover, the cathartic experience within a supportive group aids in “overcoming 
distressful or traumatic events and in sharing anxieties, fears, depression, and other 
emotions that result from grief and loss” (Malchiodi, 2007, p. 195).   
Emerging from these results of this study, it may be hypothesized that combined, 
the participants’ experiences of objectivity, concretization, clarity, and positive 
narcissism, along with the cathartic group experience appeared to empower the 
participants with an increased sense of self-understanding and acceptance.  Both 
participants made attempts at better understanding themselves through the use of their 
artwork and gaining some insight or awareness into certain thoughts, and/or feelings, 
and/or behaviors.  They both verbalized mixed or ambivalent feelings regarding their 
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drug use and their future fears regarding their abilities to cope without the use of 
substances.  They both identified that the first image, of “draw your addiction” was a 
(possible or likely) projection of themselves while “in their addiction.”  This process 
allowed for distancing from the issue and led to verbalization of some unexplored 
thoughts and feelings for the participants.   
During the individual interviews, both participants identified the experience of 
their images remaining embedded in their minds since the art therapy group sessions.  
Participant 3A stated that she has been thinking about her image “at least 10 times a day” 
since she drew it and participant 4B stated “it [the artwork] burns [the image] in your 
brain.”  The participants both expressed that these implanted images of their artwork 
would be embedded in their minds for some time to come and that they would be recalled 
from time to time, particularly when they are struggling and have feelings to use 
substances again.  Art therapy literature speaks to the benefits of images as being easier 
to internalize than words, particularly in individuals, like these women, who were found 
to have conflicts in the preverbal stages of infancy.  Both participants also verbalized that 
the actual art images and the embedded mental images helped to concretize their thoughts 
and feelings related to their futures and their goals.  They noted that they experienced 
anxiety around thinking about their futures but that the images helped them view or think 
about the future in a different way.  It may be hypothesized that externalizing their 
overwhelming fears and anxieties provided some relief and distancing from the situation.   
The literature of Winnicott and Kohut (as cited in Lachman-Chaplin, 2001) 
identified that artistic work can be a way of addressing and coping with pain and anxiety 
by providing a way of expressing them, rather than keeping them operating within the 
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self and by transforming the tension into a self-regulatory mechanism, like the 
transitional object.  This mechanism was described in three steps which seem to relate to 
the experience of the participants: “recall or imaging of an object when it is not there-a 
crucial first step; the introjection of the object, taking it in but not yet identifying with it; 
and then identification with the object to the point where it becomes part of the person” 
(Lachman-Chaplin, 2001, p. 68).  This means that the person has achieved a more 
independent way of relieving tension as well as building ego strength (Lachman-Chaplin, 
2001), which can lead to more adaptive coping mechanisms.   
Along with expression and concretization of thoughts and feelings, creating 
powerful visual reminders for themselves, the participants also enjoyed the actual process 
of creating the artwork and then being able to explain it to the group and later 
individually with the co-investigator during the in-depth interview.  The group sessions 
provided the participants with a space where they were the authority on their own 
artwork.  They were asked about their thoughts, feelings, and opinions and were given an 
opportunity to share that with which they were comfortable sharing, allowing them to feel 
listened to and to be in control.  It can be hypothesized that these experiences may lead to 
an increased sense of validation and therefore an increased a sense of self-worth.   
This study enabled the participants to access an alternative outlet of 
communicating their conscious and unconscious thoughts and feelings about self and 
others.  They were provided a space and the means to explore and express themselves 
while being witnessed and mirrored by the group as well as the co-investigator.  By 
utilizing art therapy, which can initially offer a nonverbal, non-confrontational means of 
communication, the participant can express issues in a symbolic or concrete way, 
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therefore, making her issues more accessible for later discussion within the group and 
further exploration during the in-depth interview with the co-investigator. 
 
Clinical Applications 
In reviewing the literature and summarizing the common personality 
characteristics of women and mothers with SUDs, the following common themes, 
relevant to treatment considerations, have been identified:  feelings of social 
unacceptability, shame, guilt, stigma and labeling (Blume & Zilberman, 2005; Wright, 
2002), dependency (Moore, 1983), fear of losing custody of their children (Klee, 2002; 
Wright, 2002), history of trauma and/or victimization (CASA, 2006; Cohen & Hien, 
2006), tendency to avoid feelings and communication difficulties (Moore, 1983), low 
self-esteem and poor self-concepts (Ashley, Marsden, & Brady, 2003), increased physical 
and psychological health problems (Palm, 2006), and “disproportionate share of family 
responsibilities” (Fendrick, Hubbell & Lurigio, 2006, p. 668).  The findings of the 
participants’ common experiences along with the reviewed literature is referenced to 
support or reinforce the implications for utilizing group art therapy to enhance current 
treatment approaches for mother with SUDs. 
The four composite essential structures, which are the results of this study, are 
used to make recommendations for clinical practice in art therapy assessment and group 
art therapy as a treatment modality for mothers with SUDs.  These implications are 
specific to the two participants of this study and cannot be generalized to all mothers with 
SUDs.  The findings of the participants’ common experiences along with the reviewed 
literature is referenced to support or reinforce the implications for utilizing group art 
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therapy to enhance current outpatient treatment approaches for mothers with SUDs.  The 
clinical applications of this study are divided into two sections, the first of which is an 
overview of specific recommendations that can be applied by an art therapist within 
group therapy, the second of which is an overview of roles of art therapy, art therapists 
and art therapy assessments in an SUD treatment setting.  
The first section of clinical applications is an overview of specific 
recommendations that can be applied by an art therapist within group therapy.  Due to the 
multitude of well-observed characteristics that with which individuals with SUDs may be 
struggling, the art therapist can utilize approaches and techniques, including the structure 
of the therapeutic environment, specific media and directives in an effort to best suit the 
needs of these clients. The specific recommendations of this study that can be applied by 
an art therapist within a group session are to:  (1) utilize brief go-around to identify 
current themes and issues of the group and meet the client where they are and avoid 
preconceived notions that may not be relevant; (2) support positive narcissistic state 
through the structure of group sessions and mirroring of art images; (3) use art making 
and group discussions to provide safe space for externalization, objectification, 
identification, and exploration of unrecognized thoughts, feelings and behaviors which 
may increase emotional expression and may increase self-awareness and self-
understanding; (4) use the discussion of the artwork to allow for projection of thoughts 
and feelings onto the art images which may be less threatening for the client than directly 
relating to the self and may concretize confusing internal states that were previously 
avoided; (5) utilize metaphoric or symbolic directives to further decrease the client’s 
defense and address underlying issues; (6) choose art media which are relevant to the 
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developmental and psychological issues of the group members; and (7) consider the 
therapeutic relationship between client and therapist, and amongst group members. 
The first recommendation is to utilize brief go-around to identify current themes 
and issues of the group and meet the client where they are and avoid preconceived 
notions that may not be relevant.  There are many approaches to consider when leading 
an art therapy group however, it may be suggested, as in this study, that the art therapist 
facilitate the group’s engagement in a brief go-around and from that generate a topic, 
which is aimed to explore significant and current issues among group members in the 
here-and-now, and avoid preconceived ideas that may not be relevant to the group. 
The second recommendation is to support positive narcissistic state through the 
structure of group sessions and mirroring of art images, as derived from a combination of 
the first and second essential structures of the experience.  Based on the assessment that 
these participants were functioning on an adolescent level of development, albeit a 
disrupted one, often characterized by preoccupation with interpersonal relationships with 
peers, as well as their identified conflicts from early infancy, regarding the disruption of 
an internalized self-object relationship, group art therapy appears to have specific, 
distinctive advantages.  Adolescents are typically preoccupied with concepts related to 
identity; particularly, desires be seen as a member within a group and as a unique 
individual apart from the group.  This, in combination with their early attachment 
disruptions and poor interpersonal relations, appears to create overwhelming anxiety 
particularly evident with these women in the beginning stages of forming a group.  
However, the art therapy session can be structured to mirror this dynamic of initially 
joining with the group and retreating into the self and later rejoining the group to process.  
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As in this study, the group began with a brief go-around, generating a topic together, then 
retreating to work individually on their own creative piece, finally, to return to the group 
to process the artwork and reconnect with the group.  This allows the clients to relate to 
others, and then retreat into a temporary narcissistic state, for a structured amount of 
time, where they can affectively express those potentially threatening and uncomfortable 
often unconscious emotions regarding attachment and dependency, and then come back 
to the group to process their feelings verbally as they look at the artwork. 
The third recommendation is to use art making and group discussions to provide a 
safe space for externalization, objectification, identification, and exploration of 
unrecognized thoughts, feelings and behaviors which may increase emotional expression 
and may increase self-awareness and self-understanding, as derived from in the third 
essential structure of the experience.  Findings suggest that clients need a place to express 
and contain powerful thoughts and feelings.  Rather than avoid or deny these feelings 
because they may be scary or overwhelming to the client, they need to be addressed and 
processed once a therapeutically safe environment has been established.  It seemed that 
the participants in this study needed a safe place (container) to put overwhelming fears 
and anxieties regarding their futures, and the art media provided that containment.  
Cooper and Milton (2003) discussed the use of structure, as deemed necessary for each 
client based on individual ego strength, as a container for affective experiences as well as 
providing “structured boundaries to prevent regression” (p. 166).  Moreover, by 
providing materials and a non-threatening place to express herself, the art therapist may 
also be unconsciously received by the client as providing nurturance and reinforcing a 
safe holding environment.  Art therapists can create a space where these clients can begin 
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to feel empowered by acting upon the paper or other art materials.  This may allow the 
client to explore and practice new behaviors allowing many of them to feel, possibly for 
the first time, they are in control of something other than the numbing of their feelings 
through substance use.  The goal is to work towards expression, verbalization and 
integration of the past painful physical and psychic experiences and work toward change 
and resolution (Cooper & Milton, 2003; Glover, 1999; Wadeson, 2000).  Guided by an 
attuned and aware art therapist at the appropriate pace, these mothers may be able to learn 
to look more objectively at their artwork and in turn, possibly their thoughts, feelings, 
and behaviors. 
The fourth recommendation is to use the discussion of the artwork to allow for 
projection of thoughts and feelings onto the art images which may be less threatening for 
the client than directly relating to the self and may concretize confusing internal states 
that were previously avoided, as derived from a combination of the first, third and fourth 
essential structures of the experience.  In regards to group dynamics, it can be less 
threatening for group members to discuss the artwork and project their thoughts, feelings, 
and fantasies onto it, rather than directly talking about themselves or one another, this is 
particularly helpful when groups are initially forming or when processing difficult 
feelings, when anxiety levels are especially high.  Moreover, reflecting this dynamic 
which is a natural aspect of their developmental functioning, may lead to an increased 
sense of security within the group. 
The fifth recommendation is to utilize metaphoric or symbolic directives to 
further decrease the client’s defenses such as, denial, intellectualization, and 
rationalization, and address underlying issues, as derived from in the fourth essential 
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structure of the experience.  The specific group-generated topics from this study might be 
reconsidered in order for the participants to express internal emotional states with 
potentially less-defended and intellectualized subject matter.  This may be achieved by 
utilizing more metaphoric and symbolic directives, as opposed to asking the participants 
to “draw their addiction” which can be more easily defended against.  Also, it has been 
observed and well established in the literature that individuals with SUDs tend to have 
difficulties in communication, specifically they may have trouble with the verbal 
expression of emotions, and they may be more adept at using words defensively.  Not 
only has art therapy been found to be beneficial at bypassing well-practiced verbal 
defenses (Moore, 1983; Wadeson, 1980), but also as Moore (1983) noted, by making the 
client’s issues either symbolic or concrete, the production of art makes them more 
accessible for discussion.  Art making enhances the quality of communication and 
reduces confusion, and the tangible nature of the artwork assists in recognition and 
reduction of distortions.  It provides the client and therapist with a new perspective and 
may lead to the ability to address underlying issues. 
The sixth recommendation relates to the choice of art media, which are relevant to 
the developmental and psychological issues of the group members.  Taking into account 
these clinical considerations, it could be suggested initially in the forming of the art 
therapy group with mothers who have SUDs, that the art therapist offer familiar, easy to 
manipulate materials to the clients due to their overwhelming anxiety, regarding their 
unconscious attachment issues.  Materials such as the ones provided in this study, pencils, 
colored pencils, crayons, markers, oil pastels (craypas), chalk pastels, and magazine 
collage materials, all offer varying degrees of structure and familiarity thus reducing 
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additional anxiety and aiming to potentially foster engagement with the materials and the 
art process (Wadeson, 1980).  Further considerations for media provided by the art 
therapist should be taken into account, particularly once the art therapist has an initial 
assessment of how the clients are functioning, developmentally and psychodynamically, 
as well as an assessment of the group-as-a-whole.  Based on the regressed developmental 
functioning of the participants in this study, it may be suggested that the group be offered 
soft fuzzy materials that would mirror the developmental level of infancy (N. Gerber, 
personal communication, October 4, 2009) providing aspects of self-soothing and 
allowing for exploration of elicited thoughts, feelings, and fantasies within the self and 
the group. 
The seventh recommendation is based upon consideration of the therapeutic 
relationship.  The therapeutic relationship between clients and art therapist as well as the 
interpersonal relationships within the group produce transferential and 
countertransferential phenomena.  These phenomena needs to be understood by the art 
therapist to be processed within the group once a therapeutic alliance between client and 
therapist as well as a therapeutic group has been formed.  Group therapy is the treatment 
of choice due to the “activation of shame related to object hunger, dependency, and 
hostility” associated with the transference relationship often is too intense for those with 
SUDs to tolerate in individual therapy (Flores, 2001, p. 75).  “By virtue of the number of 
group members, the group dilutes the intensity of feelings that would otherwise inundate 
the patient in a one-to-one setting.  Thus, addicts can spread their attachments to both 
several individuals within the group and the group itself, dealing with the shame, 
hostility, and ambivalence in their relationships without too much fear of retaliation” 
250 
(Flores, 2001, p. 76).  Within the group setting, the art therapist as well as the group-as-a-
whole, will be unconsciously associated through transferential phenomena and the clients 
often reliance on splitting, as either “good-enough” mother or “bad” mother (Blaine & 
Julius, 1993; Dodes & Khantzian, 2005; Garzarain, 1989).  These phenomena can be 
explored in the group; the therapist should be aware of the possibilities of idealization 
and devaluation coming from transference and utilize those here-and-now thoughts and 
feelings the client is experiencing in order for the client to gain self-awareness into these 
patterns of interactions. 
The second section of clinical applications is an overview of how art therapy can 
be integrated into an SUD treatment setting and includes the: (1) use of art therapy 
assessments to inform comprehensive SUD treatment plans; (2) role of object relations as 
they apply to transference and countertranference; and (3) roles of art therapy and the art 
therapist in an SUD treatment setting. 
Although not explored or researched specifically within this study, the use of art 
therapy assessments is recommended in the treatment of mothers with SUDs.  It is 
essential to conduct an assessment prior to identifying the treatment goals and placing the 
clients in the art therapy group.  Art therapy assessment is one part of the process.  The 
drawings that were used in this research study contributed to preliminary constructs for 
the formulation of an art therapy assessment procedure for this population.  The “draw 
your addiction” and the “road to recovery” drawings in combination with the Bird’s Nest 
Drawing (Kaiser, 1996) will be discussed as a potential art therapy drawing series.  By 
using art therapy assessments, the art therapist can gather clinical client data which can 
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be integrated with the treatment team’s assessments and utilized to formulate and inform 
a comprehensive individualized treatment plan.   
It is suggested, as a byproduct of this study’s findings and the related literature, 
that a three-part drawing series be explored as a potential initial assessment tool prior to 
engaging in treatment with mothers who have SUDs.  The drawings used in this study, 
although not systematically analyzed, along with the participants’ verbal descriptions, 
aided in the gathering of clinical data that would be necessary in forming an art therapy 
group and helpful in formulating specified treatment goals for these mothers as well as 
therapeutic group goals.  The first drawing, “draw your addiction” provided 
objectification and concretization of the mothers’ SUDs, for the participants in this study.  
However, as an assessment tool, the art therapist can gain additional valuable information 
regarding how the creator of the image consciously and unconsciously views her SUD 
including, but not limited to, areas concerning conflicts, ambivalence, anxiety/fear, and 
object relations.  The second drawing, “road to recovery,” asked the participants to think 
about their futures in recovery.  This drawing, in particular, can be used to assess where 
the creator (mother) views herself on her road to recovery, as well as identify future 
stressors or triggers, client goals, desires, and anxieties, psychodynamic issues, 
interpersonal relationship patterns, and cognitive distortions.   
The Bird’s Nest Drawing (BND) (Kaiser as cited in Francis, Kaiser, & Deaver, 
2003) is recommended as it has been researched and tested within the field of SUDs and 
as it relates to exploring attachment styles.  The BND is a metaphoric assessment that has 
been used to “elicit pictorial representations of attachment security” and “examine 
attachment patterns” (Francis, Kaiser, & Deaver, 2003, p. 125).  Similar to a family 
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drawing, “the nest and any birds may be unconscious metaphors for home and family” 
and “is less threatening and provides more emotional distance” than a family drawing 
(Francis, Kaiser, & Deaver, 2003, p. 127).  This information may provide valuable 
insight into the mothers’ attachment disruptions and related current needs.  As part of a 
comprehensive treatment team the art therapist can provide the other treatment team 
members with this information, which may aid in informing specific treatment goals as 
well as provide valuable insight on how the client relates to others, which is of particular 
significance to the therapist in forming a therapeutic relationship.  A noted significant 
aspect of this study was that the participants spoke minimally about their children or their 
experiences of being a mother.  Their avoidance of this topic appears to warrant further 
investigation to ascertain if this phenomenon is typically seen in mothers with SUDs.  
The BND may also be helpful in exploring and learning about these generational 
perceptions of children and attachment.  Once the art therapist gathers such clinical client 
data from these three drawings, not only will it inform aspects of the therapeutic 
relationship between client and art therapist, but the information can be brought to the 
treatment team to be integrated with other SUD counseling/therapeutic approaches in 
order to create an individualized comprehensive treatment plan for each mother.   
Art therapy literature related to SUDs appears unified in the belief that there are 
notable benefits to using the art making process as a non-verbal means to enable clients 
with SUDs to express and eventually verbalize feelings, especially those which are 
painful (Albert-Puleo, 1980; Moore, 1983).  Due to a variety of consequences caused by 
their substance use, including stigma and possible loss of child(ren), a majority of 
mothers do not talk about their SUDs and are forced to conceal their use, associated pain, 
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and struggles.  Additionally, mothers with SUDs may have also felt compelled to remain 
uncommunicative due to past abuse or traumas, either having been threatened into silence 
or due to feelings of shame.  The non-verbal nature of art making may allow these clients 
to express conscious and unconscious underlying painful feelings that may have been 
contributing to their SUD.  Furthermore, the art making may allow for expression of 
painful or repressed experiences of past abuse or trauma through the primary process of 
art making without the threat of directly verbalizing such experiences.  The art therapist 
can begin to assess for such possible trauma that may be suggested in her artwork and 
therefore be aware of particular needs of such clients.  Lachman-Chapin (2001) urges that 
the “art therapist must serve an empathetic, nurturing function for clients who lack a 
cohesive sense of self” (p.77) such as the mothers’ with SUDs in this study.  Thus, the 
paradox of treatment, “I am with you, but separate; I understand your need, but I cannot 
take away your pain” (Robbins, 2001, p.64).  Robbins (2001) further suggests a key 
aspect of art therapy as a treatment modality, is that the art therapists can offer “a holding 
environment, which can make pain bearable, and can allow progress and growth to 
proceed” (p.64). 
The art therapist may be involved in a team of healthcare professionals who 
employ various approaches to SUD treatment, such as 12-step oriented addiction 
counseling, Transtheoretical Model (Prochaska & Velicer, 1997), cognitive-behavioral 
therapy, psychodynamic insight-oriented therapy, and psychoeducational approach.  It is 
the responsibility of the team to work together in the development of an individualized 
comprehensive treatment plan for an individual with an SUD despite these differences.  It 
is recommended that the art therapist be cognizant of the facility’s treatment approach(s) 
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and be adept at attempting to incorporate different aspects of his/her own therapeutic 
approach into the facility’s therapeutic milieu.  It is recommended that the art therapist 
employ a client-centered eclectic approach that may entail constant flexibility and 
versatility on the part of him/her dependent on the specific treatment environment and 
client’s needs; and, in this case, be specifically attuned to the needs of mothers with 
SUDs.  Two recent studies have explored the integration of art therapy into current SUD 
treatment models; namely, solution-focused therapy as studied by Matteo, Corcoran & 
Fassler (2003), and Transtheoretical Model (Prochaska & Velicer, 1997) as studied by 
Horay, (2006).  While both studies illuminate how art therapy can be integrated into 
current SUD treatment models, neither focus on the population of mothers with SUDs.  
Due to the notable differences between mothers and other populations with SUDs, further 
investigation may prove to be meaningful in the advancement of treatment of SUDs in 
these women. 
 
Limitations of the Study 
This study has certain limitations that need to be taken into account when 
considering the results and its clinical applications.  Due to the fact that this study only 
had two participants, the results are not generalizable and may not accurately represent 
the experiences of all mothers with substance use disorders.  Additionally, the two 
participants that completed the study were Caucasian, one was 24-years-old and the other 
was 25-years-old, both were never married, and both had only one child under the age of 
six months; therefore the results can not be applied across various ethnic backgrounds, 
older or younger mothers, mothers of various marital status, or those with more than one 
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child or older children, nor did this study aim to take into account the participants current 
living situations.  All of these variables may factor into a participant’s experience.   
This study was limited by the group dynamics of the sessions.  The individuals in 
the group as well as the diminishing group members.  Initially the participants were 
aware that five participants would be participating, the first group began with only four 
and the second group contained only three group members, one of which left before her 
individual interview.  This inconsistency within the group may have decreased 
possibilities for greater group cohesiveness.  Furthermore, the group was limited to only 
2 sessions, therefore not providing sufficient time for a therapeutic alliance to form and 
possibly perpetuating the participant’s defensiveness and more guarded nature.  It cannot 
be delineated whether the defensiveness is necessarily attributed to the experiences of 
struggling with an SUD or the unfamiliarity with the co-investigator.  Additionally, the 
co-investigator ran the group sessions and conducted the in-depth interviews; this may be 
a limitation to the study as participants may be more likely to report positive experiences 
in attempts to please the co-investigator.  Moreover, the participants were all volunteers 
who chose to participate in the study and therefore may have had greater ease and interest 
in creating artwork. 
This study was also limited to one particular outpatient treatment facility in a city 
in the state of New Jersey and therefore cannot be generalized to mothers in inpatient 
facilities or those without any current treatment, those in rural or suburban areas, or those 
in other parts of the country or other countries.  Furthermore, this study did not account 
for length of drug use, number of attempt to discontinue use, preferred drug of choice, or 
possible co-occurring disorders within the participants in this study and therefore no 
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questions were asked surrounding these topics and were not able to be controlled for.  
Therefore, the results cannot delineate if the experience relates only to substance use 
disorders or if other disorders are affecting their experience, or if length of use, number 
of attempts to discontinue use, or even drug of choice play a role in the participants 
experience. 
Another limitation of this study was due to its qualitative nature the results were 
subjective to the co-investigator’s viewpoint, due to the implicit characteristics of 
phenomenological research.  Although efforts were taken through epoche to limit the 
preconceived opinions of the co-investigator, there is likely at least some co-investigator 
impact or influence in the presentation of the qualitative results.  Furthermore, the 
inexperience of the co-investigator is yet another limitation of this study, this was the co-
investigators first time conducting a phenomenological research study and this 
inexperience with the group sessions, interviewing process, and data analysis may have 
affected the results of the study.  Additionally, it should be noted that the conclusions 
about the artwork were not based upon a systematic data analysis procedure but rather 
observations within the context of the other data.  Lastly, the co-investigator was a 
master’s level art therapy student, and thus may have some biases towards the benefits of 
utilizing art therapy as a treatment modality.   
 
Implications and Suggestions for Future Research 
Due to the fact that this was a pilot study with many variables, there are numerous 
implications and suggestions for future research.  Related to the population of this study, 
mothers with SUDs, suggested areas for future research are: to expand the scope and 
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diversify the population of participants, to explore the relationships that mothers with 
SUDs have with their children, to examine the effects of traumas and victimization on 
these women as related to their SUD, to analyze the differences and similarities within 
the clients’ artwork based on their chosen drug of choice, and to utilize more in-depth 
individual sessions and longer duration of sessions to gain greater insight into thoughts 
and feelings of participants.  Regarding the role of the art therapist in an SUD treatment 
setting, suggested areas for future research are to explore:  the employment of mixed-
methods research approaches, the use of the object relations theory, the employment of 
various directives that are more metaphoric or symbolic in nature, an exploration of 
utilizing various media that mirror the developmental level of the participant, and the 
incorporation of more art therapy assessments in SUD treatment. 
Future studies might replicate this study with larger, more ethnically, 
demographically, and socioeconomically diverse samples of mothers with substance use 
disorders.  The identified limitations of this study represent the numerous variables and 
factors that need to be addressed when considering future research in this area.  This 
study would also benefit from diversifying and exploring the effects of various 
demographic factors such as age, living situations, marital status, legal status, number of 
children, and living situations of the children. 
Many mothers with SUDs are involved with social services agencies and if they 
continue with their substance use, are at risk of and may fear temporary or permanent 
custody loss of their child(ren).  Some of these mothers have temporarily had their 
child(ren) removed from them and are currently in the process of trying to regain 
custody, and some mothers already have permanently lost custody of one or more 
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children and are now trying to keep that from happening to another one of their children.  
It is also suggested that the relationships between mothers with SUDs and their child(ren) 
be explored in-depth by investigating questions such as: Was the child planned/wanted?  
Was the child the result of a rape or incest?  Was there any experienced trauma related to 
childbirth?  How are the mothers receiving financial, emotional, and/or physical support, 
if any?  How these mothers feel about and view their children, particularly focusing on 
exploring their own object relations issues and their bonds with their own child(ren).  
These areas may cause additional stressors in the lives of mothers with SUDs that were 
not explicitly explored in this current study.   
Future research is recommended in examining the effect past trauma and/or 
victimization has on the etiology and the perpetuation of an SUD in women, specifically 
mothers, as this subject was not examined in great detail due to the scope of this study.  
Additionally, it is suggested that a more in-depth research should be undertaken to 
explore of any correlation between the existence of an SUD and the occurrence of 
subsequent physical, sexual or psychological abuse among women who are mothers with 
SUDs. 
Another topic that this study did not explore is the possible differences in these 
mothers’ drug of choice.  It may be interesting to explore the use of art therapy with 
various drugs of choice to see if, for example, alcohol shows up differently in the artwork 
versus cocaine and what that might mean in the field of art therapy and SUDs.  This may 
also warrant investigation into the various drug cultures, the lethality, and illegality of 
certain substances and what that means to a mother who is in care of her children. 
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Though gender-specific treatment programs seem to be increasing, there are 
limited studies on the experience of mothers with substance use disorders as they 
participate in treatment, particularly as they participant in art therapy as a treatment 
modality.  This particular pilot study was designed to begin to explore and attempt to try 
and understand the various as well as common experiences of mothers with substance use 
disorders as they participated in art therapy group sessions by exploring, in-depth, a small 
sample of participants, after two simulated brief art therapy group sessions.  The study 
would likely benefit from a longer duration of study with more participants.  Future 
studies should explore the mothers’ experiences over time with multiple sessions, 
attempting to more closely replicate the experience of a real clinical treatment process.  
Additionally, the inclusion of more individual sessions with each mother may be 
beneficial in that the mothers in this study began to verbalize more of their thoughts and 
feelings during the in-depth individual interview portion of the study.  Implementing 
more art therapy group sessions, over a longer period of time, which may allow time for 
the possibility of a therapeutic alliance to form, is another suggestion for future research.  
To this end, the mothers’ experiences might be more in-depth and better understood as 
their defenses may decrease.  Moreover, a study with a three to six month follow-up on 
the mothers would be another suggestion in order to explore the views of the mothers 
regarding their experience to determine if it had any significant lasting effects for any of 
the mothers as their process of recovery is an ongoing one. 
Utilizing a mixed-methods approach may further enhance the understanding of 
these mothers’ experiences.  It may be beneficial to utilize a formulated questionnaire, 
and as previously noted, the use of art therapy assessments, to obtain information 
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regarding ones’ experiences periodically during the process in order to gain feedback 
throughout the course of treatment, particularly as memory retention may be low due to 
the effects of substance use.  To further build on the results from this study, it is 
recommended that future research further explore the concept of object relations theories 
as they apply to the use of art therapy as a treatment modality specifically, with mothers 
who have SUDs.  Future studies could aim to potentially explore and address early 
disruptions through the use of soft media designed to mirror the early developmental 
level within a group setting.  The use of object relations theories may have multiple 
applications in future research as one could explore the object relations issues of mothers 
with SUDs working to repair those past disruptions as well as exploring the current 
attachment and bonds between mothers with SUDs and their child(ren).  The employment 
of various directives that are more metaphoric or symbolic in nature, is also 
recommended, as they may further decrease the participants’ defenses and allow for 
unconscious or unexpected material to arise and potentially be processed within the 
group.  The objectification, concretization, and internalization and acceptance of the 
artwork by these women as an extension of themselves, potentially leading to increased 
self-awareness is yet another area that should be researched further.  Furthermore, the art 
images, the tangible object, and the mentally embedded image phenomena appeared to 
have an effect on the participants of this study as well, and therefore should be considered 
for future research with mothers who have SUDs.   
As the clinical applications suggest, the use of art therapy assessments should be 
researched further for use with mothers who have SUDs.  Assessments can be used at 
intake as well as during treatment in order to help identify changes and current struggles 
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which may aid the treatment team in creating an individualized comprehensive treatment 
plan for each mother.  The use of art therapy assessments relates to the next 
recommended area for future research, which is to further explore the role of the art 
therapist within a traditional SUDs treatment.  Future research on what clinical 
information may be most beneficial to bring to the treatment team, to aid in creating an 
individualized comprehensive treatment plan, based on the specific qualities of art 
therapy, is recommended.  Furthermore, exploring how art therapy and various current 
SUD treatment approaches can work in symphony to achieve a comprehensive treatment 
plan for mothers with SUDs is also suggested. 
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CHAPTER 6: SUMMARY AND CONCLUSIONS 
This study was designed to explore the lived psychological experience of mothers 
recovering from substance use disorders as they participated in a time-limited art therapy 
group.  The research utilized a qualitative phenomenological method to collect and 
analyze the data obtained through participation in two simulated time-limited art therapy 
group sessions and an individual open-ended interview with mothers who have substance 
use disorders.  This study utilized two processes consisting of simulated time-limited 
group art therapy sessions in combination with the individual open-ended interview, 
within a phenomenological research design, aimed at gaining an understanding of the 
essence of the experience of the participants.  The primary objective of this 
phenomenological exploration was to explore the lived psychological experience of 
mothers, that is all women who have given birth to, but may not necessarily have custody 
of, at least one child, as they participated in a time-limited art therapy group, in a gender-
specific outpatient substance use disorders treatment program, through the use of open-
ended verbal interviews and art making in two simulated group art therapy sessions. 
The study was conducted at an existing outpatient substance use disorders 
treatment program for women with children.  The study was initially intended for five 
participants who were mothers with substance use disorders.  Participants included adult 
females who met the criteria of substance abuse or dependence according to the treatment 
facility (e.g. either mother or child testing positive for substances at the time of 
childbirth; referral from the Division of Youth and Family Services, self-referral).  Five 
mothers, between the ages of 18 and 65, were recruited on a volunteer-basis, however 
three had to drop out during the course of the study due to personal issues, including 
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court appearances and conferences regarding their child(ren).  To decrease the probability 
of enrolling participants who may be less stable in their recovery process and more 
psychologically and emotionally vulnerable, the participant inclusion criteria required 
that they had been attending group session treatment for longer than one week. 
The participants were made aware of the study via an announcement that was 
made by their primary counselor during their group sessions.  The announcement was 
accompanied by a two-page flyer that provided information about the study and a section 
to confidentially indicate whether they were interested in participating or not.  The group 
was informed that the co-investigator would be at the facility and available to meet with 
potential volunteers in order to review the inclusion and exclusion criteria and enroll 
those eligible and interested individuals.  The co-investigator then met individually with 
those who indicated that they were interested in participating.  If all inclusion criteria 
were met and the potential participant was willing, and had an additional 20 minutes, the 
co-investigator reviewed and had the participant complete the informed consent form and 
procedures.  After this first meeting/data collection, the participants were informed of the 
scheduled dates and times for the simulated art therapy group sessions and the 
participants were asked to sign up for an individual in-depth interview time which would 
take place following the two group art therapy sessions.  The second and third data 
collection sessions were simulated art therapy groups, which commenced approximately 
one week after the consent process was completed and took place during regularly 
scheduled group times at the facility.  There were two simulated group art therapy 
sessions that lasted 90 minutes each, 3 hours of group art therapy total.  The fourth data 
collection session consisted of individual open-ended responsive interviews with each 
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participant and lasted approximately 45 minutes.  At the beginning of the open-ended 
interview, the participants were also asked to fill out a brief demographic questionnaire.  
The fifth data collection section was closure and debriefing which immediately followed 
the individual open-ended responsive interview and lasted approximately 10 minutes.  
The co-investigator made sure the participant was comfortable at the end of the session 
and was not experiencing excessive anxiety.  At the end of the individual open-ended 
responsive interviews, the participants were reminded that after the information was 
transcribed and analyzed they would receive a telephone call to validate that the 
information collected accurately reflected their experience.  The validation interview 
could only be conducted with one of the participants, it lasted approximately 30 minutes, 
and the other participant was not reachable by telephone for her interview.   
Once, the data were collected, the information was analyzed using the 
phenomenological method as outlined by Moustakas (1994).  The stages of data analysis 
in phenomenological research begin with (1) epoche, then continues with the following 
steps, which are: (2) phenomenological reduction, including bracketing, horizonalizing, 
clustering the horizons into themes, and organizing the horizons and themes into a 
coherent textural description, (3) imaginative variation which includes a revision of the 
original themes or meaning units, (4) structural synthesis of meanings and essences 
identifying the essential structures of the experience (Moustakas, 1994). 
The composite analysis of the experiences of participating in a time-limited art 
therapy group by two mothers with substance use disorders yielded the following 
common essential structures: (1) creation and verbalization of artwork revealed the 
participants’ struggles with an ambivalent sense of self or poor self-concepts and the need 
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to seek approval from others; (2) a sense of deprivation and loss and a simultaneous 
preoccupation with attempts to fill the void from external sources; (3) creation and 
discussion of the artwork allowed for open expression and identification of 
uncomfortable or painful thoughts and feelings despite defenses used against such 
feelings; and (4) objectification gained by creating and discussing artwork led to 
concretization of thoughts, feelings, and behaviors regarding past memories as well as 
future goals which increased self-awareness, leading towards internalization and 
acceptance of artwork as an extension of self. 
This study appeared to reveal that the experience of the participants, who were 
two mothers with substance use disorders participating in a time-limited art therapy group 
in an existing outpatient treatment center, seemed to illuminate some of their underlying 
psychological issues.  These issues, along with other factors, may have led to these 
mothers’ use of substances in an attempt to cope with and alleviate uncomfortable and 
painful feelings, consequently perpetuating and compounding their negative thoughts, 
feelings, and self-perceptions and additionally creating more problems fueling the vicious 
circle.  In conceptualizing early psychodynamic issues common to both of these women, 
future group art therapy sessions can be structured, through directives, environment, 
media, and the therapeutic relationship, in order to facilitate and reflect the specific needs 
of these women.  The experience of creating artwork within a group and sharing it also 
seemed to concretize the thoughts, feelings, and behaviors of the participants leading to a 
sense of increased self-awareness as well as, acceptance of their artwork and therefore, 
presumably acceptance of aspects of themselves.   
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The inclusion of art therapy as a treatment modality into an SUD treatment 
facility for mothers may provide additional support and insight and aid in developing a 
more comprehensive treatment program when integrated into a traditional 12-step based 
program or other current SUD treatment program.  Although both of the mothers who 
participated in this research study expressed experiencing anxiety initially, they both 
expressed feeling “good” at being able to symbolically express their thoughts, feelings, 
and impulses on paper and “get it out” of their minds in a cathartic experience.  
Objectification is a unique attribute of art therapy.  This aspect of therapy offers a way to 
externalize conscious and unconscious thoughts, feelings, and conflicts making them 
concrete.  Once the internal thoughts and feelings are made external and tangible the 
creator is often better able to relate to the object than the self, allowing for a more 
objective viewing process with the aim at owning and integrating those aspects with the 
self (Wadeson, 1980).  In this study, both participants verbalized that in looking at their 
completed artwork they felt it helped to clarify or increase awareness to some thoughts 
and feelings, as well as, illuminated issues that they noted they had been avoiding, such 
as their futures and being a mother in recovery.   
Although somewhat limited in their abilities to fully verbally express themselves, 
the use of art making allowed the participants to express themselves and additionally 
allowed the co-investigator and the rest of the group to see that which the participants 
could not fully express in words.  For example, profound loneliness and isolation were 
apparent in both participants artwork, although neither of them directly verbally 
expressed these painful feelings.  Art making offered a place for the participants to put 
those thoughts and feelings and allowed them to step back and view their inner 
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experiences somewhat more objectively and concretize issues that may have been 
overwhelming or confusing for each individual.   
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Appendix A 
Recruitment Flyer 
 
 
 
Art Therapy Research:  Volunteers Needed 
To Participate in a Research Study Utilizing Art Therapy 
To Explore Your Experience of Being a Mother With 
Substance Use Issues 
 
You can volunteer for this study if: 
• You are a mother 18 - 65 years of age struggling with substance use. 
• You have been attending group sessions at “the Program” for at least one week 
• You have at least two weeks left before moving on to Continued Care. 
Time commitment:  
• Total time commitment for volunteer will be approximately 5 hours over approximately a 
one-week time. 
• This will include two (2) art therapy group sessions, one (1) hour individual interview, 
and one (1) telephone interview. 
* This study will take place at the Program. *   
Volunteers will be accepted on a first come first serve basis.  
If you have questions regarding this study and would like to call the co-investigator, Amy, she 
may be reached at 856.649.8083. 
**An inspirational book/journal focusing on issues faced in recovery will be provided after each 
volunteer’s completion of the study.** 
 
This study is being conducted by a member of Drexel University
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Second Page of Recruitment Flyer 
 
 
Please check “YES” or “NO.” 
 
 
Are you interested in participating in the study?   
 
 YES   NO 
 
 
 
If NO, please do not fill anything else out.  Fold this paper in half and hand it in to your 
counselor and thank you for your time. 
 
 
 
If YES, please write your name on the line below, then fold this paper in half and hand it 
in to your counselor. 
If you are interested in participating or you have any questions, please come see the co-
investigator, Amy, in the office indicated by your counselor before or after group this 
week.   
 
 
 
Name:            
 
Thank you for your time. 
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DREXEL UNIVERSITY 
 
Consent to Take Part in a Research Study 
 
 
1. SUBJECT NAME: _______________________________________________________ 
 
2. TITLE OF RESEARCH:  A Phenomenological Exploration of the Lived Experience of 
Mothers Recovering from Substance Use Disorders as they Participate in a Time-limited 
Art Therapy Group: A Pilot Study 
 
3. INVESTIGATOR’S NAME:  Nancy Gerber, PhD, ATR-BC, LPC, Principal 
Investigator; Amy Bender, Co-Investigator 
 
4. RESEARCH ENTITY:  Drexel University 
 
5. CONSENTING TO THE RESEARCH: 
This is a long and an important document.  If you sign it, you will be authorizing Drexel 
University and its researchers to perform research studies on you.  You should take your 
time and carefully read it.  You can also take a copy of this consent form to discuss it 
with your family member, physician, attorney or any one else you would like before you 
sign it.  Do not sign it unless you are comfortable in participating in this study.  
 
6. YOUR RIGHT TO PRIVACY AND CONFIDENTIALITY: 
Very specific information on your right to privacy and the confidentiality of the use and 
disclosure of your personal health information can be found at the end of this consent 
form.  We need your authorization to use and disclose the health information that we may 
collect about you during this research study.  To be in this research study you must read 
and sign the authorization at the end of this consent form. 
 
7. PURPOSE OF RESEARCH: 
You are being asked to participate in a research study.  The purpose of this study is to see 
how you share your experiences, as a mother, in your recovery from substance use 
disorders, utilizing art therapy group sessions.   
 
This study is being conducted as partial fulfillment of a requirement for the completion of 
a master’s degree in art therapy from Drexel University. 
 
You have been asked to participate in this study because you: (1) are a mother 18 – 65 
years of age, (2) are an active client of the Program, (3) are currently attending group 
therapy sessions for at least one week, (4) you have more than two weeks left in group 
therapy treatment before moving on to the next phase of treatment.  
 
280 
Subject Initials____ 
Page 2 of 6 
 
Five (5) participants will be recruited for this study.  You may choose not to participate in 
this study.  Participating or not participating in this study will not affect your status or 
treatment in the Program.  Since participation is voluntary, you may withdraw from this 
study at any time.   
 
8. PROCEDURES AND DURATION: 
You understand that, as a result of participating in this study, you will experience the 
following:  
 
• Group Art Therapy (Two meetings at 90 minutes each= 3 hours): You will 
participate in two group art therapy sessions where you will discuss and make art 
about your thoughts and feelings.  These meetings will occur on two different 
days.  Each meeting will last 1.5 hours. 
• Demographic Information (10 minutes): You will be asked to give certain facts 
about yourself such as your age, marital status, ethnicity, and number of children 
(10 minutes). 
• Interview (45 minutes): Within one week after the group art therapy sessions 
you will meet with Ms. Bender to discuss these experiences in an interview.  You 
will be asked questions about your time in the group art therapy meetings and will 
be asked to discuss your artwork. 
• The interview will be audio recorded.  The audio recordings and the drawings will 
be coded with a number and therefore your name will not appear or be connected 
to anything you have said or drawn. 
• Validation Interview (30 minutes): One month following the interview you will 
be asked to participate in a short telephone interview in order to see if the 
researcher has correctly described your experience. 
 
9. RISKS AND DISCOMFORTS/CONSTRAINTS: 
You may experience minimal anxiety related to creating and discussing your artwork.  
No artistic talent is needed or expected of you and you will not be judged on your artistic 
abilities.  Different types of art supplies will be provided so that you may choose art 
materials with which you are comfortable.  You may also experience minimal anxiety 
discussing personal information about yourself in the group setting as well as in the 
individual interview; however, your confidentiality will remain protected during this 
study.  If you feel too uncomfortable at any time you can stop your participation and see 
your primary counselor. 
 
10. UNFORESEEN RISKS: 
Participation in this study may involve unforeseen risks.  If unforeseen risks are seen, 
they will be reported to the Office of Regulatory Research Compliance. 
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11. BENEFITS: 
There may be no direct benefits to you from participating in this study. 
 
12. ALTERNATIVE PROCEDURES/TREATMENT: 
The alternative is not to participate in this study.  There will be no consequences to you if you 
decide not to participate.  You will continue to receive the treatment from the Program as you 
always have. 
 
13. REASONS FOR REMOVAL FROM STUDY: 
You may be required to stop the study before the end for any of the following reasons: 
a) If all or part of the study is discontinued for any reason by the sponsor, investigator, or 
university authorities; or 
b) Other reasons, including new information available to the investigator or harmful 
unforeseen reactions experienced by the subject or other subjects in this study; or 
c) If you fail to adhere to the requirements for participation established by the researcher. 
 
14. VOLUNTARY PARTICIPATION: 
Participation in this study is voluntary, and you can refuse to be in the study or stop at any time.  
There will be no negative consequences if you decide to stop or not participate. 
 
15. STIPEND/REIMBURSEMENT: 
After completing participation in the research study involving the two art therapy groups and the 
individual interview you will be given an inspirational book/journal focusing on issues faced in 
recovery.  If you need to withdraw prior to completing the individual interview there will be no 
stipend given.  Transportation costs will not be covered, as you will already be at the location of 
the study. 
 
16. RESPONSIBILITY FOR COST 
Any materials used during this study will be provided by the investigator.  You are not 
responsible for any costs related to the study. 
 
17. IN CASE OF INJURY: 
If you have any questions or believe you have been injured in any way by being in this research 
study, you should contact Dr. Nancy Gerber at 215.762.6928.  However, neither the investigator 
nor Drexel University will make payment for injury, illness, or other loss resulting from your 
being in this research project.  If you are injured by this research activity, medical care including 
hospitalization is available, but may result in costs to you or your insurance company because the 
University does not agree to pay for such costs.  If you are injured or have an adverse reaction, 
you should also contact the Office of Regulatory Research Compliance at 215.255.7857. 
 
18. CONFIDENTIALITY AND PRIVACY: 
This section gives more specific information about the privacy and confidentiality of your health 
information.  It explains what health information about you will be collected during this research 
study and who may use, give out and receive your health information.  It also describes your right 
to inspect your medical records and how you can revoke this authorization after you sign it. 
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By signing this form, you agree that your health information may be used and disclosed 
during this research study.  We will only collect information that is needed for the 
research study.  Your health information will only be used and given out as explained in 
this consent form or as permitted by law. 
 
In any publication or presentation of research results, your identity will be kept 
confidential, but there is a possibility that records, which identify you, may be inspected 
by authorized individuals such as the institutional review boards (IRB), or employees 
conducting peer review activities.  
 
Any data collected in this study such as artwork, audio recordings, personal information, 
and the transcription of recordings will be assigned subject identification numbers so that 
your name will not be associated with any of these data.  The artwork, audio recordings, 
lists of participant information, demographic questionnaires, and transcriptions will be 
stored in a secure locked cabinet in the Hahnemann Creative Arts in Therapy offices at 
Drexel University.  The artwork will be photocopied or photographed for inclusion in the 
master’s thesis. 
 
You may choose to have your original artwork returned to you after the validation 
interview.  If you choose not to have the artwork returned to you, it will be shredded at 
the end of the study.  The audio recordings will be erased and deleted from the recording 
device and flash drive on which it was uploaded. 
 
A. Health Information that will be collected 
 
The following personal health information about you will be collected and used 
during the research study and may be given out to others: 
 
• Demographic Questionnaire: Your name, age, ethnicity, marital status, number of 
children, and where your children are currently living; 
 
• Interview and art therapy sessions: Personal and family medical history that may 
be learned in the two (2) art therapy group sessions at your own disclosure. 
 
B. Who will see and use your health information within Drexel University College of 
Medicine or Drexel University 
 
The research study investigator and other authorized individuals involved in the research 
study at Drexel University College of Medicine or Drexel University may see your health 
information and may give out your health information during the research study.  These 
include the research investigator and the research staff, the institutional review board 
(“IRB”) and their staff, legal counsel, research office and compliance staff, officers of the 
organization and other people who need to see the information in order to conduct the 
research study or make sure it is being done properly. 
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C. Who else may see and use your health information 
 
Other persons and organizations outside of Drexel University College of Medicine or 
Drexel University may see and use your health information during this research study.  
These include: 
• Doctors and staff at the facility where this research study will take place.  
 
If your health information is given to someone not required by law to keep it confidential, 
then that information may no longer be protected, and may be used or given out without 
your permission. 
 
D. If you do not want to give authorization to use your health information 
 
You do not have to give your authorization to use or give out your health information.  
However, if you do not give authorization, you cannot participate in this research study. 
 
E. How to cancel your authorization 
 
At any time you may cancel your authorization to allow your health information to be 
used or given out by sending a written notice to the Office of Regulatory Research 
Compliance, #3 Parkway, 1601 Cherry Street, MS 10-444, Philadelphia, Pennsylvania, 
19102.  If you leave this research study, no new health information about you will be 
gathered after you leave.  However, information gathered before that date may be used or 
given out if it is needed for the research study or any follow-up.   
 
F. When your authorization ends 
 
Your authorization to use and give out your health information will end when the 
research study is finished or, if you withdraw or cancel your authorization, your 
authorization will end at that point in time. 
 
G. Your right to inspect your medical and research records 
 
You have the right to look at your medical records at any time during this research study.  
However, the investigator does not have to release research information to you if it is not 
part of your medical record. 
 
19. OTHER CONSIDERATIONS: 
If new information becomes known that will affect you or might change your decision to be in 
this study, you will be informed by the investigator.  If you have any questions at any time about 
this study or your rights as a research subject, you may contact Dr. Nancy Gerber at 215.762.6928 
and the Office of Regulatory Research Compliance at 215.255.7857. 
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20. CONSENT: 
• I have been informed of the reasons for this study. 
• I have had the study explained to me. 
• I have had all of my questions answered. 
• I have carefully read this consent form, have initialed each page, and have 
received a signed copy. 
• I authorize the use and disclosure of my personal health information as explained 
in this consent form. 
• I give consent voluntarily. 
 
 
 
 
_______________________________________________   _______________ 
Subject or Legally Authorized Representative     Date 
 
 
_______________________________________________   _______________ 
Investigator or Individual Obtaining this Consent    Date 
 
 
_______________________________________________   _______________ 
Witness to Signature        Date 
 
 
 
 
 
List of Individuals Authorized to Obtain Consent: 
 
Name    Title    Day Phone #  24 Hr Phone # 
Nancy Gerber   Primary Investigator  215.762.6928  215.762.6928 
Amy Bender   Co-Investigator   856.649.8083  856.649.8083 
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Interview Guide 
 
 
 
This interview guide will be utilized as the data collection instrument in this 
study.  This guide presents a listing of areas to be referenced in the interview, including 
recommended topics and questions corresponding to the phenomenological objectives of 
the study.  The following objectives will help guide the questions that are asked in the 
open-ended responsive interview.  The objectives of the interview provide structure for 
the interview so that it does not exceed the boundaries or purpose of the research study.  
 
Interview Guide: 
 
1: To understand the cognitive, social, and emotional experience of participating in the 
art making process in a limited art therapy group experience. 
• What were your thoughts as you participated in the art making? 
o Probe:  Were you very aware of your thoughts during the art 
making?  
o Probe:  Do you recall having any reoccurring thoughts?  If so, what 
were they? 
• What emotions were you feeling as you participated in the art making? 
o Probe:  Were you very aware of your feelings during the art 
making?  
o Probe:  Do you recall feeling certain emotions while making your 
artwork?  If so, what were they? 
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• What were your thoughts and feelings as you chose materials and created 
the artwork? 
o Probe:  What influenced your material choices?   
o Probe:  What influenced your imagery choices? 
• What was it like to create the artwork in the group setting, with other 
group members? 
o Probe:  Were you very aware of others observing you creating your 
artwork?  What was that like? 
o Probe:  Were you aware of yourself observing others as they 
created their artwork?  What were your thoughts/feelings? 
• How do you feel you were able to express your feelings through the 
artwork? 
o Probe:  Was it easier or more difficult than you thought to express 
yourself through the art media? 
 
2: To understand the cognitive process and emotional experience of the participant 
following the completion of her artwork. 
• Can you tell me the story about the picture you created? 
o Probe:  Can you tell me how the people/objects in the picture are 
feeling? 
o Probe:  Can you tell me what the people/objects in the picture are 
thinking? 
287 
 
• What were your thoughts and feelings immediately following the 
completion of your artwork? 
o Probe:  Where your thoughts and feelings what you expected? 
o Probe:  Where you aware of what influenced your thoughts and 
feelings following the completion of your artwork? 
• Were you able to verbally express those thoughts and feelings in the 
group? 
o Probe:  What allowed you or kept you from verbally expressing 
your thoughts and feelings in the group? 
• Looking at your artwork today, have those thoughts and feelings changed?  
If so, how? 
o Probe:  What sort of other thoughts come to mind as you look at 
your artwork today? 
o Probe:  What sort of other feelings come to mind as you look at 
your artwork today? 
3: To understand the interpersonal experience (emotional, social and cognitive) of the 
participant during the process of discussing her artwork with the group. 
• What was your experience sharing your artwork with the group and 
hearing other group members share their artwork? 
o Probe:  What were your thoughts and feelings while you were 
describing your artwork with the group and then hearing others 
describe their artwork? 
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o Probe:  How did you feel seeing other group member’s completed 
artwork and having them see yours? 
• What was your experience of hearing others discuss your artwork? 
o Probe:  How well did you feel other group members understood 
your artwork?  
o Probe:  How important to you was it that they understood it? 
• Did you learn anything from discussing your artwork? 
o Probe:  Did any unexpected thoughts or feelings arise during the 
discussion? 
• What was it like for you to discuss your artwork in a group of mothers 
with substance use issues? 
o Probe:  What was it about this group of women made it easier or 
harder to share your artwork with them? 
o Probe:  Through the observation and discussion process, did you 
notice similarities between the other women and yourself? 
• How do you feel you were able to express your feelings through group 
discussion? 
o Probe:  How, if at all, did the artwork aid in the group discussion? 
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Appendix D 
 
Brief Demographic Form 
 
Please fill in the following information about yourself to the best of your abilities.  
This is some basic information to better understand your current situation that may not be 
discussed during your interview. 
Subject Identification Number:           
 
1. Age:              
2. Ethnicity:             
3. Marital status:            
4. Number of children:            
5. Ages of your children:           
6. Where are your children currently living?         
 
 
